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EDITORIAL 


Public Health and Aging 


Sa public health profession is one of the many 
groups throughout the country which are 
deeply concerned with the necessity for taking 
steps to make sure that aged persons will secure 
the medical care they need. As these steps are 
taken, public health is particularly concerned that 
the care the elderly are enabled to obtain is first 
rate. Prevention when possible, early and com- 
petent diagnosis, adequate treatment, and re- 
habilitation to a status of maximum self-care are 
the essential components of high quality medical 
care for the elderly as for all age groups. Such 
comprehensive care is of particular importance 
to the aged. 

It is a traditional public health function to pro- 

mote good standards for health care. This has 
been done for mothers, for children, for the handi- 
capped, and for other groups whose health needs 
are a special public concern. Out of this experi- 
ence, the public health profession has developed 
competence in setting standards that can be ap- 
plied to health services for the aged. 
As the country moves to expand services for the 
aged, this public health competence should be en- 
listed at all levels of government to make certain 
that the medical care the aged will be able to 
obtain as a result of new measures enacted to pay 
for such care is, in fact, good care. Months of med- 
ical neglect and inadequate care in a substandard 
nursing home, for example, could only add to a 
patient’s handicap. In other words, it is important 
to look not only for ways to help the elderly 
finance their medical care but to look at what they 
can buy—what they will get for the dollar spent. 
In August, 1960, the Congress in amending the 
Social Security Act added a new section to the Gen- 
eral Provisions Title XI as follows: 


Medical Care Guides and Reports for Public Assistance 
and Medical Assistance for the Aged 

Sec. 1112. In order to assist the States to extend the 
scope and content, and improve the quality, of medical 
care and medical services for which payments are made 
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to or on behalf of needy and low-income individuals 
under this Act and in order to promote better public 
understanding about medical care and medical assis- 
tance for needy and low-income individuals, the Sec- 
retary of Health, Education and Welfare, shall de- 
velop and revise from time to time guides or recom- 
mended standards as to the level, content, and quality 
of medical care and medical services for the use of the 
States in evaluating and improving their public assis- 
tance medical care programs and their programs of 
medical assistance for the aged; shall secure periodic 
reports from the States on items included in, and the 
quantity of, medical care and medical services for which 
expenditures under such programs are made; and shall 
from time to time publish data secured from these 
reports and other information necessary to carry out the 
purposes of this section. 


This little publicized Congressional action could 
be of great significance to the health of the aged. 
It is a clear mandate to roll up our sleeves and 
tackle the problems involved in upgrading the 


quality of medical care. The aged would benefit | 


greatly by the improvements which could result. 
Among the most urgent needs are comprehensive 
treatment, continuity of care, appropriate use of 
medical and paramedical personnel, and good 
brick and mortar standards for institutional facil- 
ities. 

What can happen if we fail to make provision 
for coordinated care of high quality can be illus- 
trated by an example. Take the case of John Doe, 
aged 81, handicapped and homebound following 
a stroke 5 years ago which left him with a para- 
lyzed left side. To complicate matters, at the time 
of his stroke his hip was fractured but this was not 


~ 


discovered until several months later when he was — 


first able to stand up! Then the hip was again 
fractured, greatly prolonging his hospital stay. 


While in the hospital he was fitted with a brace | 
for a shortened leg, but no provision was made for © 


its subsequent adjustment. He was given no train- 
ing in walking or balancing. He was not dis- 
charged to continuing medical supervision. 

When recently brought to the attention of 
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EDITORIAL 


pu lic health rehabilitation team, Mr. Doe was 
aln.ost completely dependent on his family for as- 
sisi:nce in walking, toileting, and dressing. He 
cou'd not get up from his chair without help. 
Stair-climbing even with assistance was hazardous. 
Now, 4 months after rehabilitation treatment was 
staried, he can walk by himself with a cane, he 
can dress himself unaided, and it is hoped that he 
will soon be able to manage stairs with limited 
assistance. Contrast this with almost 5 years of 
total dependence and confinement. 

Not all of our 16 million senior citizens are in 
John Doe’s situation. But 77% of persons 65 and 
over in the country have one or more chronic con- 
ditions; 42% have some degree of chronic activity 
limitations; 18% have a chronic mobility limita- 
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tion. These figures from the National Health Sur- 
vey are a measure of the number of potential John 
Does and of the importance of so organizing and 
coordinating our medical services that nobody need 
become a John Doe. 

One of the greatest services which public health 
can perform for the aged is to use every opportu- 
nity to promote standards that will insure the best 
care we know how to give. Fragmented, uncoordi- 
nated medical care is wasteful of money, of pro- 
fessional manpower which is in short supply, and 
above all, is poor care to patients. 


Leona Baumgartner, M.D. 
Commissioner of Health 
City of New York 
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Introduction 
N SURVEY in gerontology can yet encompass the 
application of humanism to the aging and 
aged. “Humanism takes as its dominant pattern 
the progress of the individual from helpless in- 
fancy to self-governing humanity” (W. Lipp- 
mann). The scientific discipline in aging is be- 
ginning to acquire a collective identity as a part of 
this philosophy. Growing identification of the 
complex features of aging is related to the influ- 
ence of the Gerontological Society with such inti- 
macy that at times it seems impossible to deter- 
mine where an analysis of one starts and the other 
leaves off. 

This federated form quite deliberately has com- 

bined a number of lines of study of senescence. 
Success is apparent in the crystallization of people 
and ideas of the gerontology discipline. Little 
room has been left for dilettantes. 
A major obligation of the Society has been to 
assess and thereby to reflect the status of the 
science of gerontology in modern society. There 
is one historical point in this study, namely, a 
correlation between developments in the fields of 
geriatrics and gerontology and their appreciation 
by the Gerontological Society. 

The strength and possibly the future of this or- 
ganization depends on adherence to its unusual 
structure. Its concept is that there is need for a 
research-oriented group, multi- disciplinary in 
character, cross-educational in purpose, and multi- 
focused on a single phase of human existence, 
namely, individual aging in a social complex. 
Similar urgencies impel the creation of scientific 
societies limited to one field, one disease, or one 
pathological mechanism. A forum in which 
sociologists and clinicians, psychologists and bi- 
ologists, can emerge from crenellated defense posi- 
tions without sacrifice of viewpoint implies a gain 
in scope for all. The Society’s capacities to over- 
ride didactic categories is one of its most important 
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Gerontology and the Gerontological Society 


Joseph T. Freeman 


contributions. Division into specialties could be 
effected readily; professional sections could be 
patterned after other specialty societies; the loss to 
the American scene would be great. 


The authority of the Gerontological Society de- | 


pends on the influences which it can express 
through responsible members alone or in associa- 
tion. These in turn derive from the motivation of 


such individuals, their scholastic or equivalent | 


attainments, and the validity of their grasp of 
current and future needs of the field reflected in 
their work. Prior to identification in the organi- 
zation, an occasional student or group saw the 
need for the exploration of the biological aspects 
of aging. To them, the study of the relationship of 
aging man in the full content of his internal and 
external environment was preferable to a single 
investigational pointer aimed at the anterior de- 
scending coronary artery, later-age income, hous- 
ing, or politics. Features of planning were based 
on a deliberate intent to ally all scientific disci- 
plines dealing with senescence. Particular sections 
of study were not to be subject to parochial re- 
strictions and idioms by which specialty groups 
balkanize. Such developments too often led to the 
creation of a vernacular and vocabulary which re- 
quire explanation to the uninitiated in order to 
make the aims of special groups understood out- 
side their own lists. The Gerontological Society 
attempted to avoid this cul-de-sac of intellectual 
effort. For the most part, it has been successful. 
It created a comprehensive scientific structure 
exhibited with clarity in preparations for the 
White House Conference on Aging in 1961. 


White House Conference on Aging 


There is a time for nations as well as indi- 
viduals to observe a virtuous cliché, namely, to 
stand up and be counted. 

A major activity of the Gerontological Society in 
its period of growing identification with the field 
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GERONTOLOGY AND GERONTOLOGICAL SOCIETY 


of .ging in the United States was participation at 
the White House Conference on Aging, January, 
1961. 

‘his was an effective meeting. Its report, The 
Na:ion and Its Older People, bore out the fore- 
sigit of the Gerontological Society in its Confer- 
ence recommendations. Five delegates were ap- 
pointed by the Society’s president. A list of 
approved suggestions was drawn up. The purpose 
of ihe proposals was to assist in bringing to a focus 
the workings of the Conference of whose delegates 
only one-third were professionals in the field of 
gerontology. It was in character for the Society 
to make specific recommendations in accordance 
with its research orientation. General acceptance 
of the major items, almost verbatim, emphasized 
their validity. In this approval, the Society to 
some extent realized its full values. It was ac- 
corded the identification which its stature war- 
ranted. It was marked as an organization by 
which reliable thought in gerontology could be 
brought to a practical focus. 

Whether this Conference will have results in 
terms of detailed accomplishments or whether it 
will give impetus and identification to forces al- 
ready present remains to be seen. 

Every major organization in the United States 
was alerted to particular impacts of aging. Two 
areas of thought were dominant. One was the fact 
that research in gerontology, emerging as a major 
division of federal effort, has outgrown the make- 
shift laboratory. The second was the demonstra- 
tion of concern about medical care of the aging 
in terms of the economic aspects of older age. 
Distinction was drawn between those who favored 
private pensions, personal insurance, social security 
funds, and personal savings for meeting older age 
medical care and supporters of a pre-paid medical 
program as an integral part of social security. 

At the White House Conference the Geron- 
tological Society may have completed almost two 
decades of destiny. Perhaps it is more susceptible 
now to fragmentation and specialization. Al- 
though a possibility, it is more likely that at the 
Washington meeting the Society received confir- 
mation of the fact that it has particular ability to 
make continuing contributions in the field of 


aging. 


Funds 

In 1961, the community of scientists in geron- 
tology obtained over 5 million dollars for pri- 
mary, and 11 million dollars for affiliated re- 
search. There was less success in getting funds 
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from independent sources, despite a rising num- 
ber of regular philanthropists, periodic donors, and 
casual givers. The fraction of the nation’s elderly 
in homes for the aged have been recipients of the 
major donations from such sources. Non-federal, 
non-foundation monies for major ideas in geron- 
tology are not easy to find. It is true that some of 
the custodial home allocations have been directed 
into efficient research channels and that some 
homes are getting federal funds in addition to 
community resources. Some excellent independent 
centers for aging research have resulted. 

There has been some criticism of federal re- 
ceptivity to grant requests for gerontology research. 
Changes would occur if private donations for 
eponymic memorials could be made more per- 
ceptive of non-structural needs. Capital struc- 
tures, memorials, and similar tangibles have a just 
place in the total picture but not to the exclusion 
of other parts of a comprehensive program. 

On the national scene, the conflict between 
proponents of Forand-type of legislation and 
other mechanisms of older age care indicates the 
hiatus in political philosophies. The failure of the 
federal government in this area is due to empha- 
sis on custodial concepts with less consideration of 
pre-paid methods of maintaining independent exis- 
tence. If emphasis was shifted to regulations by 
which most of the aging population could remain 
in a normal social context, issues would be re- 
solved more readily. 

The Gerontological Society has an obligation to 
contribute a geriatric and gerontological orienta- 
tion to the direction of available monies. In 
addition, it has an informed place as author and 
critic in the formulation of national policy on 
medical and social approaches to the problems of 
aging. 


Custodial Homes 

Failure to strike a balance between total inde- 
pendent care of aging persons (95%) and total 
custodial care (5%) has led to inconclusive policy. 
The expansion of custodial homes might be re- 
garded as a failure in concept or at least as in- 
adequate preparation by families, hospitals, muni- 
cipalities, and other governing units. Generally, 
such homes are regarded as a response to need, 
but this interpretation may have a less self-con- 
gratulatory aspect. 

Old-age homes are the social safety valves in the 
1960’s. Pressures to expand, abetted by federal 
financial policies, available risk capital, and 
political considerations, will continue. Use of 
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readily available funds for conversion of marginal 
hotels and apartment houses cannot be condoned 
by reason of immediate effectiveness. Entrepre- 
neurs are being attracted to these sources of 
revenue with a minimum of personal risk. 

Even the roughest guess of figures for aging as 
a major industry has an air of financial respect. 
There are approximately 30,000 custodial homes 
in the United States. If an average value is as- 
sumed to be $200,000, the total capital value is 
about 6 billion dollars (the figures are conjec- 
tural.) 

There are at least 600,000 patients in such 
- homes. If average bed cost in hospital construc- 
tion terms is $10,000, with an average occupancy 
of 20, the 6 billion dollar figure is confirmed as 
a likely possibility. 

If per diem patient charge is $10, the gross 
annual income of these homes is 2.20 billion 
dollars. 

In addition to these 600,000, there are at least 2 
million older people in hotels and similar living 
arrangements in 1961. The remainder, numbering 
14.5 million over age 65, are those who have been 
able to maintain a more normal modality of 
living. 

It is impossible to make even such rough spec- 
ulations as to the number of workers employed full 
or part-time in custodial homes. A hypothetical 
list is imposing. There are administrators, assis- 
tant administrators, physicians, registered nurses, 
practical nurses, maids, dietitians, cooks, physio- 
therapists, social service workers, clerks, repairmen, 
engineers, insurance men, accountants, and a host 
of others. 

Obsolescence in custodial homes matches indus- 
try. The purchase of aging homes for homes for 
the aged often has been the mark of a change in 
property values in urban fluctuations. The “old- 
age industry” mirrors traditional industrial tran- 
sition from home-craft “shops” to modern estab- 
lishments. 


Social Welfare 


The soundness of the Gerontological Society 
structure is emphasized by its early identification 
of Social Welfare with other scientific categories of 
longer lineage. To have tendered recognition is 
almost prescient enough. 

Social Welfare’s responsibility in gerontology is 
a heavy one. In its immediate decisions as well as 
its long-term plans there can be no errors. Defi- 
ciencies in personnel or in concept not only will 
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have an influence on the relationship of this field 
to the total area of gerontology but will reflect on 
its own future. 


There is a clear difference between organizations — 


with an established doctrinal staff and voluntary 
scientific associations which have a broad base, 
voting and participating, structure. The former is 
an efficient hand-drawn vertical arrangement for 


the disbursement of ideas and the collection of | 
materials. The latter is the epitome of voluntary — 


arrangements working on a horizontal level of 
common effort. In such multi-disciplinary efforts 


as the latter, communications depend on a com- | 


mon vocabulary, symposia, literature, and a re- 
lated bibliography. 

Rigidity in organizational forms is a form of 
gendarmerie which may prevent the full exploita- 
tion of a field; it can bar values inherent in com- 
prehensive scientific associations. 

The constant support of the inter-disciplinary 
approach in aging by the Gerontological Society in 
each of its component activities—publications, 
bibliography, research, and membership—warrants 
the backing of every individual extending his 
studies in gerontology. Sometimes differences of 
views dissolve in the face of practical progress. For 
those who pre-judge the situation on an empirical 
basis, there is a warning in the fact that there 
are any number vf fusty exhibits in the A Priori 
Museum. 


Clinical Medicine 

It is unfortunate, yet inevitable, that the clin- 
ical aspects of the aging patient are involved in 
the economics of older age. This has been a source 
of national contention since 1952. When medical 
societies began to organize committees on geri- 
atrics, they found that simon-pure clinical fore- 
heads bumped against the hard facts of medical 
costs. Almost every effort to shape the characteris- 
tics of a geriatric pattern became suspect by those 
who mixed a discussion of good medicine with 
costs. There was a difference between those who 
believed that there is no need for special clinical 
considerations of the aging patient and those who 
pointed out that progress in some clinical aspects 
of aging was slow until special senescent features 
of disease were emphasized. 

Younger physicians in this country stress the 
need for some special instruction in geriatrics. 
There is a limited number of instructors. Medical 
school curricula and methods of instruction con- 
stantly are being adjusted to new ideas. Special 
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cou -es and even full divisions of gerontology are 
bei: s formed. The goal is not some hours of di- 
dace instruction and clinical demonstrations; 
the. will occur in some form in most medical 
sch ols. The objective is a department of geron- 
tolo.y in departments of medicine, in all aspects 
of clinical training, with associates in the biology 
of aging, the study of psychological mechanisms, 
and social implications of aging expressed in pri- 
vate and public efforts. A better step beyond this 
is the creation of a full university department of 
gerontology with the medical school as one of its 
sections. In this division, approaches would be 
involved in the round with cultural and physical 
anthropologists, demographers, clinicians, and 
others in all phases of the aging process, past, 
present, and future. This historical, annalistic, 
clinical, and research-oriented approach will create 
a gerontological structure by which to anticipate 
the needs of an aging population. 


The emergence of medical clinics, centers for 
aging research, clinical publications, specific re- 
search grant allocations, a growing bibliography, 
and a widening orientation in clinical medicine 
mark achievements of the recent past. Without 
classical specialization, geriatrics and gerontology 
have a definite place in the new face of medicine. 
This depends on specificity of diagnostic patterns, 
of pharmacological reactions, of pathogenesis, and 
of management. The maturation of many aspects 
of clinical medicine can be assisted by a geron- 
tological orientation. 


Sections 


Periodically, the claim has been made that the 
Gerontological Society does not meet the specific 
needs of a particular segment of its professional 
membership. The implication is that this repre- 
sents a weakness of capacity and formation. A 
considered view of these doubts actually empha- 
sizes the basic values of the nature and mechan- 
ism of this type of society. 

The organization has promoted an increasing 
degree of autonomy in its professional sections 
(Biological Sciences, Clinical Medicine, Psycho- 
logical and Social Sciences, and Social Welfare). 
This salutary development has elements of a 
paradox. A taste of disciplined section indepen- 
dence could initiate thoughts of more indepen- 
dence. There has been insistence that sections 
should take precedence over the federated parent 
society and be bound only with tenuous directional 
links. Achievement of this end would result in 
cloistered little scientific groups of lessened scope, 
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with an erasure of benefits derived from interlock- 
ing responsibilities and a disruption of the unique 
central structure whose formation has been a 
major scientific gain. Success in this attitude 
would erect sectional monoliths staring at each 
other across barren unproductive grounds. 

Increasing the autonomy of sections strength- 
ened them and the federated structure. By de- 
fining needs, by locating new leaders, by explor- 
ing adjoining considerations, and sharing re- 
sources, the Society was tested and strengthened. 
Cross-section colloquia, multiplicity of journal 
material, interrelationship of people of diverse 
backgrounds are sources of strength. Presumably, 
sections could meet alone, publish alone, compete 
for grants alone, and the federation might dis- 
solve. If this should happen, the same centripetal 
needs which generated formation of the multi- 
disciplinary society would operate again. There 
will always be those of high scientific standing and 
altruism who will go beyond personal disciplines 
for a number of benefits. It need not be assumed 
that a central society will be weakened by the cre- 
ation of able Sections. The move will have contri- 
butory rather than depleting values. 

The Gerontological Society not only permits but 
depends on the success with which a diversity of 
studies can be collected and made intelligible 
generally. Those who require specialty outlets 
have them, in and out of the parent group. Mon- 
asticism can be self-defeating if it fails to be re- 
lated to the full philosophy of a field of action. 
Hocking referred to the spirit of associations as a 
new personality which comes into being. It is 
this new spirit which could be disrupted by di- 
visive forces. 


Publications 

An able organization must have an elastic 
concept toward the publications which are the 
distillation of its full thought. To a degree this 
has been accomplished by the Gerontological 
Society but some elements are in flux. 

(a) The Journal of Gerontology has become 
a reference source of gerontology at the highest 
level. The quality of its papers and scope of its 
index have given it this position. Limitations of 
space dependent on cost are beginning to re- 
strict publication of research papers in a reason- 
able period of time. It has established standards 
for reports in the field which have educated not 
only a knowledgeable following but also editors 
of other journals now made aware of what a good 
gerontology paper is. On the other hand, those who 
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read material in the field have come to realize 
that they can submit or read this material in non- 
specialized scientific journals. A major advantage 
of the Journal is the fact that it has a single orien- 
tation, proved policy, with an index which elimi- 
nates the culling of bibliography elsewhere. It 
may not yet meet the needs of potential contribu- 
tors in some professional sections. It is just begin- 
ning to explore methods of serving as an outlet for 
investigative material in Social Welfare. 


In a practical sense, the Journal is in competi- 
tion for papers in the very field which it has nur- 
tured through difficult and often uncharitable 
times, which had to cross the desks of different 
reviewers some of whom rejected gerontology pa- 
pers of quality, it seemed, almost routinely. Many 
of those papers would now be welcomed. The 
question is whether this orientation will reach 
the point of threatening the ability of the Journal 
of Gerontology to serve its purpose. Will the 
ready acceptance of first-rate papers by first-rate 
journals make it more difficult for the natal 
journal to receive the best offerings in gerontology 
for publication? Can policies be adequate to 
guarantee that the Journal of Gerontology receives 
the best papers, does the best editing, and gives 
the best coverage in a reasonable period of time? 
The convictions of the Society will be the final 
factor. It is quite likely that this journal has not 
even begun to realize the scope of its values, that 
it can utilize skillful direction to achieve scientific 
and financial independence, and that it has espe- 
cial obligation as a scientific outlet because of the 
special talents of men who are first and foremost 
gerontologists in their thinking. 


(b) Newsletter of the Gerontological Society and 
The Gcrontologist: For the best part of a decade, 
the Society has published a newsletter. Its publi- 
cation was a form of compromise or at least a 
recognition of the need for a method of distribu- 
tion of material judged not for publication in a 
research-oriented journal. It was effective. It 
represented a compromise action (some say an 
evasion) to keep the papers of the Journal of 
Gerontology strictly scientific. Other scientific jour- 
nals have been able to merge material equal to 
that of the Journal and of the Newsletter success- 
fully. 

After four years of careful planning, the News- 
letter became a magazine, The Gerontologist. The 
philosophy of this new journal has been broad 
and generous; financing in the first year has been 
a liability assumed by the Gerontological Society. 
In a year, the publication established itself as an 
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effective medium. Firm policies of publication are 
being established. It can lighten the demands on 
the Journal of Gerontology. It represents however 
the personification of the difference in thinking by 
the Society on its two publications. 

Extra costs have been a material sacrifice. It 
would seem easier to merge all of the material of 
the two. Many splendid magazines have been able 
to incorporate first-rate material, organizational 
reports, book reviews, advertising, editorials, and a 
host of pertinent information within one publica- 
tion. Although outstanding journals such as the 
Annals of Internal Medicine, and none is more 
delightful nor more able than the New England 
Journal of Medicine, have this capacity, somehow 
or other the Journal of Gerontology has not been 
able to accept this form. Whether this is an estab- 
lished weakness or strength remains a continuing 
debate. Trusting to the selective reading of the 
membership, there would seem to be no need for 
unusual exclusions by those who fear that an in- 
crease in the number of pages means a dilution in 
quality. This is a pragmatic solution. Pragmatic 
solutions, however, often get lost in the labyrinth 
of complex minds and issues; the basis of such 
conclusions requires pragmatic atmosphere. 

It has been said that the Gerontological Society 
is under the influence of rational people. If so, 
this must be reflected in rational decisions about 
the nature, structure, and contents of its two publi- 
cations. For the present, a working basis has been 
established. This could remain static for a long 
period but it could change with a suddenness that 
would be either beneficial or harmful. There is no 
place for limited thinking in this matter. 


Documentation 

Initiated and maintained by Dr. Nathan Shock, 
the index published in the Journal of Gerontology 
has become a firm representation of what this type 
of organization can and must do. Contributory 
financing by the Forest Park Foundation since 
1952 has brought honor to both donor and re- 
cipient. The success of such indexing of biblio- 
graphy requires effort to maintain coverage in 
terms of the most efficient methods which are 
being developed. 

Exploration of method of collecting bibliography 
for all of the disciplines, of maintaining contact 
with gerontological research throughout the na- 
tion, of becoming a repository for research data, 
as well as an independent center for a union 
catalogue of gerontology would seem to be a 
proper function of the Gerontological Society. 
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The e would guaranttee its identification in an 
are: of services associated with its research orienta- 
tion. 

J 1e Gerontological Society has an unusual ap- 
proach to the full body of gerontological informa- 
tion through its many contacts. These may be 
utilized to catalogue a bibliography now in excess 
of 4,000 items per year. The cataloguing can lead 
to a central clearing house as well as to the prepa- 
ration of supplements at periodic intervals of 
possibly three years. Technical advances in in- 
formation retrieval increase the flexibility as well 
as the feasibility of the full range of documenta- 
tion. The crux of the situation is the union 
catalogue linking efficient scanning of the full 
literature to an ultimate library repository and 
full services. 


International Association of Gerontology 

Voluntary participation of national scientific 
organizations in formal international arrange- 
ments duplicates a number of cross-boundary 
efforts. The Gerontological Society has been active 
in a series of meetings through the International 
Association of Gerontology from the first in Liége 
in 1948 at three-year intervals (St. Louis, London, 
Merano, San Francisco, with plans for Copen- 
hagen in 1963). 

These meetings pose a variety of attractions for 
many individuals and groups. Affiliation depends 
on the maintenance of idealism, substantive think- 
ing, and personal relationship within a parameter 
of tactful diplomacy. Moral rather than statutory 
ties are essential with motivation based on sound 
scientific inquiry. Misinterpretation of these es- 
sentials may be disruptive for a time but cannot 
be operative for long. 

Subjective aspects of aging attract a variety of 
hypotheses geared to the concept of retarding or 
“healing” old age as if it were a disease syndrome 
for which there is a panacea, in the absence of 
specific anti-senescent measures. The fantasies of 
centuries are exhibited in the long list of agents 
and procedures which have been proposed. An 
international society may be impaired in_ its 


capacities to filter out scientific anachronisms or 
distortions; common courtesy requires more lati- 
tude for reports which might not be tolerated in 
meetings of less potential sensitivity. A critical 
review of the programs of the five meetings of the 
International Association of Gerontology reveals 
excellent material interspersed with presentations 
which could have been eliminated atraumatically 
in committees. The privilege of expression was 
defended and even endorsed in some instances by 
sound research individuals who would not abide 
these opinions in their own laboratories for a mo- 
ment. The result is that some scientific reports 
derived respectability from the meeting’s facade 
of authority. 

There are values in efforts to continue interna- 
tional meetings. Each nation’s evolving program 
of older age care reflects its economic and medical 
development; aspects of aging tend to get a 
sympathetic and less controversial hearing. Op- 
portunity for personal investigations afford inter- 
changes which may influence national policies. 
Friendship, travelling, examination of facilities, 
and assessment of alter egos are assets. Such goals 
require that the structure of international meet- 
ings be broad enough to fulfill all of these pur- 
poses. No way has been found to perpetuate or- 
ganizations which do not represent in full the 
efforts of men of integrity endowed with the good 
fortune of being correct in a majority of instances. 

The Gerontological Society recognizes its re- 
sponsibilities on the international scene. It has 
demonstrated them in and out of formal structures. 
Its continued adherence depends on the undiluted 
forces which have been outlined, namely, a rigid 
adherence to the high principles of scientific 
integrity by which its own national activities have 
been motivated. 


Valedictory 
“Whereas a man may have no audience 


Naught helpeth it to tellen his sentence.”* 
Chaucer 


* This paper is an ie of the personal opinions of a past 
President of the Gerontological Society, 1961. 
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Introduction 


IHIs paper represents the perspective of an an- 
thropologist looking at an aspect of the cul- 
ture of the United States often neglected by social 
scientists, namely, the nature of close friendship.* 
This paper does not use proximity or frequency 
of contact as measures of friendship. It focuses 
rather on people’s feelings, and views close friend- 
ship as a relationship between 2 persons, not kin, 
involving deep feelings of personal liking, trust, 
confidence, and dependability in time of crisis. 


Several significant investigations have touched 
upon the topic of friendship in the aged, although 
it has not been a major focus of these studies. 
Pertinent research includes work in the area of 
personal adjustment by Cavan, Burgess, Havig- 
hurst, and Goldhamer (1949), the recent investiga- 
tion of Kutner, Fanshel, Togo, and Langer (1956) 
and the study reported by Townsend (1957). 


Description of the Research 


In this paper, data from 3 separate studies made 
by the author are reported. Table 1 briefly cate- 
gorizes each of these. Some of the differences 
among the 3 groups studied are immediately 
apparent, and these will be discussed in this paper. 
It should be noted that the 3 investigations do not 
represent a total research design conceived in terms 
of cross-checks. Each investigation does contain 
data relevant to the general topic; but each study 


1 Presented at the Fifth Congress, International Association of 
Garomaclony. San Francisco, Calif., August 7-12, 1960. This paper 
will also be published in Aging around the world. Vol. IV. Aging 
and social welfare, Proceedings of the Fifth Congress of the Inter- 
national Association of Gerontology (in press). 
2 Geriatric Hospitalization Project located at Boston State Hospital, 
Boston, Mass. Sponsored by the National Institute of Mental Health, 
_. 1958—June, 1961. Author’s present address: Department of 
iology and Anthropology, Adelphi College, Garden City, L.I., 
New York. 
3A debt of gratitude to Professor Cora DuBois and to Dr. Florence 
C. Shelton who have contributed substantially to the author’s think- 
ing in this area is happily acknowledged. 
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American Culture and the Phenomenon 


of Friendship in the Aged’ 


Malcolm J. Arth’ 


was carried out at different times and except for 
the last study, each was largely independent of 
the others. In all 3 studies data were collected 
through interviewing informants. In the hospital 
group, the interviews were supplemented with 
interviews with family members and other persons. 
Both open-ended and semi-structured interviewing 
techniques were used. The establishment of an 
intimate field-relationship with informants was 
seen as crucial, and some subjects were inter- 
viewed for as much as 10 hours; none was inter- 
viewed for less than 2 hours. A brief description 
of each of the 3 studies follows. 


Community Group A 

Community Group A consists of 15 volunteer 
subjects from a city library Golden Age Group, 
who were interviewed in 1955. These 15 subjects 
were quite heterogeneous: they included married, 
widowed, and single persons; persons of different 
ethnic and religious affiliations; and persons of 
several social class levels. Despite this hetero- 


geneity, some basic patterns emerged from the — 


interviews. These included (1) a general mistrust 
of others, and (2) a dearth of close relationships 


with others. The following responses illustrate 


these 2 patterns: 


Miss Green relates: 


The people in my life have all had other interests 


and other friends than me. If I had someone from 


childhood who I knew and liked, and saw all the — 
way growing up, that would be a best friend. No 


one is. I have no best friend. 


Mrs. Lyons says: 


Hardly anyone’s worthy of secrets. The minute you 
displease them they gossip and tell what you dis- 
closed and more besides . . . I make friends and 
leave them all the time. Some stay on but that’s 
because they want to, not because I want them. 
I could leave any one of them at any time. 
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TABLE 1. 


Com:..unity Group A Hospital Group 


Community Group B 


N=i N=40 
3 me. 12 women, Age 65-88 


Volu: ‘eers from city-sponsored 
Golden Age Club. 


13 men, 27 women, Age 60-90 


Random sample of newly admitted patients to 
state psychiatric hospital serving Boston. 


N=14 

3 men, 4 women, Age 40-50 

3 men, 4 women, Age 60-70 

Randomly selected residents of a middle-class 
Boston suburb. 


Mr. Moore says: 


It takes a long time to be sure of a person. You 
have to know ’em winter and summer, many years, 
to be sure they’re a real friend, and you can’t be 
sure then .. . Even your folks and nearest relatives 
can do you out of things. 


These excerpts are not isolated remarks taken from 
otherwise pleasantly-toned interviews. The themes 
of mistrust of others and the dearth of close friends 
saturated the interview sessions with most of these 
community volunteers. 


Hospital Group 

In contrast, the Hospital Group is a random 
sample of 40 patients newly admitted to the state 
psychiatric hospital which serves Boston. 

A mistrust of others and a lack of close friend- 
ships similar to that encountered in Community 
Group A is also found in the Hospital Group. 
This is perhaps not unexpected since mental illness 
often implies an inability to relate well to others. 
On the other hand, many of the patients lived 
quite normal lives until late in their years. Even 
in these cases, however, with very few exceptions, 
close friendships with others were not found even 
though there was a considerable amount of social 
involvement. 

It is interesting to note that friends played a 
minimal role in the sequence of events leading to 
hospitalization. The issue of hospitalization 
seemed to call more for family involvement. 
Family interest was extremely strong in the Hos- 
pital Group and also, as will be indicated, in 
Community Group B. In all 3 studies, the role of 
the family, particularly at times of crisis, is clear. 
This is not to be identified with living arrange- 
ments, since only a few of the subjects lived with 
their children. It may be that studies concerned 
with proximity or living arrangement as primary 
measures of family interest are neglecting an im- 
portant consideration, namely, feelings. 

It was first assumed that the phenomena ob- 
served in the 2 investigations described above 
(i.e., dearth of close friendships and general mis- 
trust) were primarily a function of the subjects’ 
age. However, the question was then asked 


whether these subjects might be reflecting an 
underlying American cultural pattern, rather than 
a pattern peculiar to old age. Perhaps there was a 
friendless American. What, then, in American 
society, culture, and national character might 
account for such a phenomenon? 

It is the writer’s belief that the nature of inter- 
personal relationships within a society is markedly 
influenced by its institutions, values, and national 
character. Thus, writings concerned with the 
alienation of the individual are viewed as impor- 
tant in explaining the shallowness of friendships 
found in old age. 

The “anomie” described by Durkeim (1951) and 
the “spurious culture” outlined by Sapir (1949) 
seem particularly relevant. Fromm (1941) also 
comments on the alienation of the individual 
within the mass society, and Riesman’s (1950) 
analysis of the “other-oriented” character structure 
is likewise pertinent. By and large these writers 
have not been concerned with friendship as such, 
but their comments on the nature of Western 
society, and of the U.S.A. in particular, seemed 
consistent with the findings from the 2 studies 
described previously. 

It was hypothesized that the U.S.A. with its 
competitive institutions, a system of cultural values 
emphasizing achievement and status, and fostering 
an “other-oriented” national character, might well 
produce a spirit not conducive to the formation of 
close friendships. Moreover, there are other 
mechanisms in the culture of the U.S.A. which 
sometimes function to inhibit the formation of 
close friendships. These include: the extensive 
geographic mobility pattern; social class mobility; 
and, particularly for the aged, physical infirmity. 
A third study was begun to explore the hypothesis 
that culture in the U.S.A. produces a spirit not 
conducive to the formation of close friendships. 
This study is reported below. 


Community Group B 

Community Group B, currently being studied, 
was to consist of 10 men and women between the 
ages of 40 and 50, and 10 men and women between 
the ages of 60 and 70. In this ongoing investiga- 
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tion, the expectations and limits of close friend- 
ship are explored in depth. Contrasts with close- 
ness to kin are made, and informants compare their 
contemporary experiences with their experiences 
earlier in life. The present paper reports only on 
data thus far collected in this study group. 

First of all, the dearth of friendships and the 
general mistrust of others is not as marked in these 
subjects, regardless of age, as in the subjects of the 
2 earlier studies. Some informants from both age 
groups do have close friends. 

In this regard, there are some differences between 
the sexes. Men seem to have fewer close friend- 
ships than women. There is even a tendency for 
men somewhat jokingly to name their wives as 
their best friends, although wives seldom so desig- 
nate their husbands. The tendency for men not 
to have close friendships may be related to their 
relatively greater involvement in the competitive 
occupational structure. In addition, the culture’s 
strong negative sanctions regarding male homo- 
sexuality may be pertinent. Gorer (1948) dis- 
cusses this in some detail. 

The role of the wife as a friend is intriguing, 
because in the husband-wife relationship, many of 
the factors cited as inhibitors to friendship are 
removed. Spouses do not ordinarily compete in 
the occupational sphere, nor for class position. 
Geographic mobility as a dividing force is not 
potentially present, and the culture positively 
sanctions the stability, trust, and confidence basic 
to close friendship. The love-marriage may thus 
provide a functional solution for a system which 
undoubtedly creates strong needs for affective 
response from others, yet surrounds the individual 
with institutions not conducive to that end. 

The differences which are already apparent 
between the volunteer subjects of Community 
Group A and the randomly selected subjects of the 
Hospital Group and Group B have important 
methodological implications. It is not argued here 
that the randomly selected subjects of Community 
Group B are typical even of the suburb from which 
they come. They are too few in number, and, in 
one sense, they too were volunteers, since only 
half of the people approached agreed to cooperate. 
It is suggested, however, that because there is such 
a marked difference between the subjects in Com- 
munity Group B and the other volunteers, some 
type of systematic sampling is needed in further 
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studies, particularly when dealing with a research 
topic that might tend to draw lonely volunteers. 


Summary 


It is suggested that the term friend is a gross 
one in need of refinement and_ definition. 
Differences between men and women in regard to 
the existence of close friendships have been cited, 
and interpretations of underlying reasons for this 
have been made. The general hypothesis that 
people in the U.S.A. in spite of an outgoing 
informal nature, do not have close friends, was not 
completely supported. In spite of institutional, 
value, and personality impediments, such relation- 
ships apparently do occur with some frequency, 
particularly between women. 

The author is aware that the groups described 
are small in number and that volunteer subjects 
may be a poor choice for research in this area. 
Nevertheless the data are offered as suggestive of 
possibly widespread cultural patterns. The inter- 
dependence of personality, values, and social insti- 
tutions in the creation and maintaining of friend- 
ship relationships offer intriguing research 
possibilities. 

The close friend might even be viewed as a 
linking role combining attributes of the primary 
institution of the family on the one hand and 
secondary affiliations on the other. As a linking 
role in the social system, the role of the close 
friend seems worth further examination. 
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Aims and Achievements in the Provision 


oi Welfare Services for the Elderly 


in the United Kingdom’ 


ie the United Kingdom the care of the elderly 
today is viewed against the extensive legislation 
which came into effect in 1948, the year in which 
the Elizabethan Poor Law, with all its strengths 
and weaknesses, was formally interred. 

It seems very odd to be writing under the over- 
all title of Income Maintenance and Public Assis- 
tance since Public Assistance in the U.K. belongs 
to Poor Law terminology and the service formerly 
administered by local authorities.’ 

As is generally known, these legislative measures 
affect both health and welfare services for the 
whole population. The National Health Service 
Act and the National Assistance Act (H.M.S.O., 
1946, 1948) made possible 2 things without which 
welfare services for the elderly can be only pallia- 
tive: namely (1) effective medical diagnosis and 
care irrespective of financial means and (2) aboli- 
tion of destitution. It is still: possible to find ex- 
amples where medical services may seem inade- 
quate and to point to the poverty of the elderly by 
comparison with younger people, but the practical 
result of this legislation has been to abolish once 
and for all, after centuries of confusion, the idea 
that poverty and ill health were necessary con- 
comitants of old age. The recognition of poverty 
and ill health as separate aspects of the difficulties 
of old age has made possible more accurate social 
diagnosis and assessment of need. 

Although the focus here is on welfare services, 


1 Abbreviated text of a paper presented at the Fifth Congress of the 
International Association of Gerontology, San Francisco, Calif., 
August 7-12, 1960. The full paper will be published in Aging around 
the world, Vol. IV. Aging and social welfare, Proceedings of the Fifth 
Coneress of the International Association of Gerontology (in press). 

2 Chief Welfare Officer, Ministry of Health, Savile Row, London, 
W. 1, England. 

3 Local authorities are elected bodies which administer services for 
an area within the framework of relevant legislation. County Coun- 
cils and County Borough Councils are the local authorities responsible 
for the administration of local health and welfare services under the 
National Health Service and National Assistance Acts. 
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it must be remembered that the background of the 
National Health Service, with all that it provides, 
is a factor of major importance, since it furnishes 
the following: hospital and specialist services; gen- 
eral practitioners, who care for their elderly pa- 
tients whether they live at home or in residential 
care; public health nurses (health visitors); home 
nurses; the mental health service; and the geriatric 
units. Where there is a geriatric consultant physi- 
cian, and he is increasingly to be found, his posi- 
tive approach to the health care of the aged is 
felt far outside his hospital unit. 


The development made possible by these 2 Acts 
began in a time when, as the result of the war, 
there were conflicting claims upon resources, and 
in a period when, as in many other countries, the 
number of elderly persons was increasing. In 
England and Wales there are nearly 7,000,000 peo- 
ple over pensionable age; that is, 60 years of age 
for women and 65 for men, in a total population 
of just over 45,000,000. At present there are 2 
people over pensionable age for every 9 of working 
age, and the proportion is rising (H.M.S.O., 1959a). 


It is now time to consider how far the aims of 
this service have been achieved and how thinking 
for the future has been consistent with the aims 
originally envisaged. Considerable welfare provi- 
son had been made before 1948, and the voluntary 
societies in particular had achieved much in this 
field. The value of this achievement was fully rec- 
ognized, and the National Assistance Act and those 
sections of the National Health Service Act deal- 
ing with social welfare services had as an under- 
lying assumption the need to maintain and de- 
velop those services which were of proved value. 
One of the aims has thus been to maintain the 
contribution of voluntary effort, and in effect 
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many of the services now provided were pioneered 
and tested by voluntary bodies. It will be seen as 
we proceed how some of these services continue 
to be organized by voluntary bodies sometimes 
acting as agents for Local Authorities. Where 
some services have passed to statutory bodies for 
administration, those same voluntary bodies have 
turned their energies and their experience to new 
fields where experiment is necessary, with the re- 
sult that schemes untried in 1948, such, for ex- 
ample, as boarding-out schemes, are being inves- 
tigated and tested by those same voluntary bodies 
and charitable trusts. (Nat. Old People’s Welf. 
Counc., 1960; Nat. Corp. Care of Old People, 
1959). 


1948-1954 Trends 


At the time of the Gerontological Congress 
in 1954, efforts were concentrated on 2 main fea- 
tures: (1) overcoming shortages in services, partic- 
ularly the shortage of residential accommodation; 
and, (2) providing domiciliary services for those 
with pressing need, a need intensified by the short- 
age of residential accommodation. 

The result was that, although the trends of de- 
velopment were well marked in 1954, the welfare 
services, particularly the domiciliary services and 
the residential homes, had at that time to concen- 
trate on meeting immediate and often intense so- 
cial need. At that time also great attention was 
being paid to the increasing age and, therefore, 
likely frailty of those seeking to enter residential 
homes. Thus, as far as preventive measures were 
concerned, it was possible in 1954 to do little more 
than consider the extent to which these were 
required, nor was it possible to consider in much 
detail how accurately and effectively individual 
need was being assessed and fully understood. 


1954-1957 Trends 


By the time of the next Gerontological Congress 
in Merano, in 1957, it was possible for the U.K. 
to emphasize the need to assess the suitability of 
volunteer society services (Bucke, 1957). This was 
an approach which could only be used as the 
pattern of services became more definite and the 
volume gradually more adequate. More attention 
was being given to a number of less tangible prob- 
lems, such as that of loneliness among the elderly. 
The study of this and similar problems was not 
only academic, the results were being taken into 
account in their training program for staff of 
homes and voluntary workers. 
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1957-1960 Trends 


By 1960, a point was reached where, despite the 
shortcomings and gaps in existing services, there 
was a steady advance in the amount and standard 
of practical provision. There has been and still 
is definite priority for strengthening those services 
which enable the elderly to remain in their own 
homes; there is an increased understanding of the 
nature of services required if the wide range of 
needs of the elderly are to be not only adequately 
but acceptably met; and there is recognition that 
these needs still require to be investigated in more 
detail. There is a clearer understanding of the 
value of a planned integration of statutory and 
voluntary effort, and the stage has been reached 
when we can see some of the services, such as 
special housing, some types of clubs and the Home 
Help service, being used as preventive services to 
avoid or delay ill health and to maintain residual 
health and mobility. 


Financial Assistance 

Financial assistance is administered by the Na- 
tional Assistance Board and not by the local 
authorities. 

Without entering into great detail, part of the 
National Assistance Act provides for financial aid 
to individuals whose resources must be supple- 
mented in order to meet requirements (H.M.S.O., 
1948, Sec. II). This gives a flexible framework on 
which is based a rate of allowance to meet re- 
quirements other than rent. The allowance for 
rent, which is added to the scale, is calculated 
separately and the amount is “as is reasonable 
having regard to the circumstances.” The general 
scale of allowance as distinct from rent is uniform 
for Great Britain and is revised as cost of living 
varies. It has been revised 7 times since 1948. 

In 1959, 69% of the 1,766,000 people who were 
receiving weekly allowances were over the age of 
60 (H.M.S.O., 1959b). Most of these people were 
the elderly whose contributory pensions were in- 
sufficient for their needs, and many were the 
elderly living alone. 

There are 2 features of the Act which give great 
strength and character to this provision. The first, 
which is basic to the whole provision, arises from 
the injunction of the Act that the duties are to be 
discharged in such a way as best promotes the 
welfare of the persons concerned, and the Board 
strives to encourage this attitude and a sense of vo- 
cation in its local officers through training courses 
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an other means. Older people accept the local 
As:‘stance Board officers as advisers and often as 
fricnds, and the officers often call in other agencies, 
eiti\er statutory or voluntary, to meet some par- 
ticular need that they have found. Many elderly 
people receiving National Assistance live alone, 
and, since the National Assistance Board local 
officers visit regularly often over a long period, they 
are in a good position to observe changes and diffi- 
cuties in the old person’s setting and help those 
requiring it to seek further aid. The Board en- 
courages its officers to undertake this work of a 
general welfare nature, and the whole mode of 
administration reflects the basic concern for pro- 
moting the welfare of the elderly. It is their con- 
stant concern to remove any trace of the feeling 
of stigma formerly associated with Poor Law re- 
lief, insofar as this still exists, as it is liable to with 
aged persons who remember other days. 

The second strong point, which is in keeping 
with the general philosophy of the Act, is that 
the Board is given discretionary powers to adjust 
the amounts given where there are special needs. 
These powers are often used to benefit the elderly. 
In 1959, over 48% of all people old or young in 
receipt of National Assistance allowances were re- 
ceiving extra payments in varying amounts. As 
such extra grants are most frequently given for 
items, such as additional fuel, laundry, and special 
diets, it is obvious that many elderly benefit, for 
they tend to be the people in need of these par- 
ticular types of help. 


Domestic Help 

Domestic help relates to the local authority. 
When provision of services is considered as against 
financial aid, the Home Help Service now stands 
out as one of the most important for the elderly. 
This service is provided by the Local Authority 
under the National Health Service Act (H.M.S.O., 
1946, Sec. 29) and provides domestic help to meet 
a variety of needs in private households. A charge 
is made for this service, but this is dependent on 
income and expenditure and the amount of help 
given is related to need, not ability to pay. Very 
many elderly people are not required to make any 
payment for this service, even if they have consider- 
able and continued help. The Home Help Service 
often makes the difference between an elderly per- 
son being able or not to manage at home, par- 
ticularly when living alone. This is a service 
which over the years has not only expanded in 
degree but increased the variety of its help. Al- 
though it is intended for various groups of people, 


including nursing mothers and the sick, in prac- 
tice a constantly increasing proportion of the ser- 
vice is devoted to the elderly. By 1959, over three- 
quarters of the households receiving help were 
aided because of the needs of an elderly or chron- 
ically sick person (H.M.S.O., 1959c). An innova- 
tion successfully adopted by several authorities re- 
cently is that of making one home help respon- 
sible for a group of elderly people who live near 
to each other, possibly in a group of flats. Under 
this scheme the amount of help received by each 
old person can be varied from day to day accord- 
ing to need. In some areas local authorities have 
continued to develop services very closely associ- 
ated with the home help service, such as night 
attendance for those who are ili, and a number 
provide central laundry arrangements to deal es- 
pecially with the linen of old people who are in- 
continent (H.S.M.O., 1959c). These services are 
as a rule used to supplement the regular home help 
assistance. 

The domestic help service continues to expand 
over the country as a whole to meet increased 
needs; for example, nearly 18,000 additional per- 
sons were helped in 1959, an increase of 6.5% over 
the previous year. There are considerable differ- 
ences between different areas both in the amount 
of help provided and the range of services under 
taken. There is also great variation in demand re- 
sulting from local conditions. However, although 
it is a permissive service, it is now provided by 
every local authority and makes a large contribu- 
tion to the well-being of the elderly. Some idea 
of its present strength can be obtained from the 
fact that as of December 31, 1959, there were in 
England and Wales, 2,995 full-time home helpers 
and 44,203 part-time home helpers in the employ- 
ment of the local authorities. The number of in- 


dividuals helped was 289,500 (H.M.S.O., 1959c). 


Housing 

Closely associated with any consideration of 
domiciliary help must come the problem of special 
housing for the elderly, for the ability of elderly 
people to manage independently when health and 
mobility begin to fail depends partly on what aid 
and assistance is available to them and partly on 
the physical conditions with which they have to 
contend. Housing, it should be noted, is the respon- 
sibility of the Minister of Housing and Local Gov- 
ernment, and that Department and the Ministry 
of Health work closely together. When housing 
for the elderly is under consideration. the impor- 
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tance of a close tie-in with supporting welfare 
services is increasingly recognized. 

By the mid 50’s there had been considerable 
progress in general house building which made it 
possible to give more attention to meeting special 
needs, such as that of housing for the elderly. Be- 
tween 1949 and 1959 the percentage of local au- 
thority building composed of 1-bedroom dwellings 
suitable for elderly people rose from 7% to 22%, 
and the number of such dwellings built is rising an- 
nually (H.M.S.O., 1959d). Twenty-two thousand 
were completed last year. There has been finan- 
cial encouragement by means of subsidies to local 
authorities to build these 1-bedroom dwellings. 
Conversion and improvement of older. property 
has been enecouraged by grants, so that large older 
style houses can be converted into flats, or bed 
sitting rooms, with some communal facilities and 
made available to elderly people. 

Subsidy and grants are also available to volun- 
tary bodies which form Housing Associations. 
These associations are non-profit-making bodies 
and can provide many different types of accommo- 
dation. 

After the publication in 1958 of Flatlets for Old 
People (H.MLS.O., 1958a,) interest was focussed 
on the building of flatlets with some shared facil- 
ities and over 40 schemes were planned. A num- 
ber of such schemes have been completed by local 
authorities and housing associations, and it is be- 
lieved that the elderly tenants are very pleased 
with this type of provision. 

The employment of a resident warden is a fea- 
ture of many statutory and voluntary special hous- 
ing schemes and is a provision which is being en- 
couraged. The services performed by the warden 
vary but may include cleaning communal rooms, 
shopping in bad weather for the residents, cooking, 
and helping or securing aid in times of illness. 
Frequently there is a bell system linked to the 
warden’s apartment so that tenants may obtain 
help quickly in emergency. Where these extra 
services are provided in local authority housing 
schemes the welfare authority may, and increas- 
ingly does, contribute toward the cost. 


Clubs and Day Centers 


To some extent these terms seem to be used 
interchangeably, but it is probably true to say that 
the Club tends to have a more social origin or 
purpose, while the day center is brought into being 
with some more precise end in view, e.g., to pro- 
vide employment for the elderly or to meet the 
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special needs of those with physical or mental 
handicaps. 

Clubs and Centers have a special claim to no- 
tice as an important preventive service, again pio- 
neered by voluntary organizations. Here, too many 
developments are taking place, developments not 
only in numbers—there are now said to be well 
over 4,000— but in their variety and expanded 
aims. 

All local authorities are enabled by provisions 
in the National Assistance Act to give financial 
aid to voluntary bodies whose activities “consist 
in, or include the provision of recreation or meals 
for old people.” They may not at present directly 
provide clubs for the elderly (as distinct from the 
handicapped). 


These voluntary clubs and centers, and in a 
more specialized field, day hospitals, vary in aim 
but they all make use of the idea of the benefits to 
be derived from combined purposeful activity. To- 
day a shift in emphasis is clearly visible from the 
more ordinary social club to something with 
broader aims, more activities, and a greater sense 
of neighborly responsibility for fellow members. 
This shift includes a move to provide club facil- 
ities not only for the fairly fit but for the normally 
housebound elderly person. Here too a definite 
move into the preventive field can be seen. Clubs 
for the elderly have always aimed to promote in- 
dividual well-being, but with increased under- 
standing of the emotional needs of the elderly this 
aim is being undertaken more consciously, and 
there are a number of developments in day cen- 
ters aimed specifically to prevent breakdown and 
promote mental well-being for the elderly who 
may have been greatly threatened by the risk of 
mental ill health. Such centers often recruit their 
members from among ex-patients of psychiatric 
units or elderly people where early signs of men- 
tal breakdown have been noted by general practi- 
tioners. It is recognized that such provision can 
do much to prevent breakdown not only in the 
patient’s mental state but in the supporting fam- 
ily situation. 

As an example of the rate of progress, one par- 
ticularly enterprizing county area may be quoted, 
where since 1948 clubs have grown from 50 to 
300 and all-day centers from 0 to 27 (H.M.S.O., 
1959c). 


Chiropody 


Another preventive service which has just grad- 
uated into the field of the permissive statutory ser- 
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vices is that of chiropody. Until 1959, chiropody 
services for the elderly, other than those provided 
privately and usually at too great a cost for those 
of pensionable age, have been provided in vari- 
ous ways by voluntary bodies, usually with some 
small charge made to the elderly person. These 
voluntary bodies frequently received financial aid 
from local authorities or from one of the larger 
charitable trusts. In 1959, the Minister of Health 
announced that local health authorities would be 
permitted to operate their own chiropody services 
under the National Health Service Act and make 
such charges to the individual as seems appropri- 
ate (H.M.S.O., 1959e). The service is to give prior- 
ity to certain categories of people among which 
are those of pensionable age. Under this scheme 
local authorities may provide the service directly 
or through a voluntary body. By the end of 1959, 
68 authorities had already submitted proposals of 
which 40 would be a direct service. 


Meals 


Another provision which, like chiropody, was 
pioneered by voluntary effort and supported by 
local authority financial aid has been that of a 
meals service. It was recognized that improved 
financial provision was not sufficient to ensure 
that elderly people who were not fully indepen- 
dent received adequate meals, for as is widely 
known many elderly people lack inclination to 
cook for themselves and may find shopping diffi- 
cult if they are disabled or in poor health and yet 
be reluctant to let anyone else perform this ser- 
vice for them. 

For years many clubs for old people run by vol- 
untary bodies and usually grant-aided from statu- 
tory or charitable funds have provided meals. Now 
with an impressive growth in the number of clubs 
and day-centers of various kinds, elderly people 
who attend can increasingly obtain a mid-day 
meal and spend the greater part of the day there. 
A valuable provision has been the well-known 
Meals on Wheels service (Women’s Vol. Serv., 
1958), whereby meals can be delivered to the 
homes of housebound elderly people. This service 
has proved its worth but its coverage is uneven. 


Visiting and Organization 

To speak of the importance of domiciliary ser- 
vices and then to ignore the part played by home 
visitors would seem wholly inconsistent. The need 
for appropriate training of visitors, whether they 
act on behalf of a voluntary organization or of a 


statutory body, is now accepted. For many years 
much emphasis has been placed on coordinating 
the work of voluntary and statutory bodies and on 
all possible avoidance of overlapping of effort. 
This is much easier said than done, but it may be 
claimed that improved coordination has been nur- 
tured to a very great degree through the National 
Old People’s Welfare Council and its local com- 
mittees. These now number over 1,500 and carry 
out a wide range of activities for elderly people. 
(H.M.S.O., 1958b). Membership is usually repre- 
sentative of all interests, including statutory bodies. 
By bringing together all those bodies or individ- 
uals who play a significant part in relation to the 
elderly, physicians, both public health and gen- 
eral practitioners, health visitors (public health 
nurses), social workers, clergy, local authority 
members, and many others, it is possible to plan 
activities and the broad outline of day-to-day 
working. 


Residential Homes 

Despite an extensive program of services to en- 
able elderly people to remain at home there are 
inevitably large numbers who need residential care 
because they can no longer look after themselves 
or are unable to return from the hospital to their 
own or relatives’ homes. Apart from private homes 
run for profit, Homes are provided by local author- 
ities and by voluntary bodies. It is a duty of local 
authorities under the National Assistance Act to 
provide residential accommodation for persons “in 
need of care and attention,” a deliberately flexible 
phrase, or in Homes run by a voluntary society. 

In 1948, there were in England and Wales 63 
small local authority Homes as distinct from the 
large public assistance institutions. By the end 
of 1958, 990 more small Homes had been opened, 
well over half of these having between 35 and 50 
beds. During 1959, 55 additional Homes were 
opened (H.M.S.O. 1959c). 

In considering developments during the last 5 
years, one can say first, that it is now possible to 
concentrate on purpose-built Homes rather than 
adaptations. Second, the emphasis is on an in- 
creased proportion of single rooms in newly built 
homes, and third, there is a need to provide for 
a much higher proportion of very frail, really aged 
people with all that implies for improved facilities, 
such as more ground floor accommodation, ele- 
vators, special equipment, and, most important, 
increased staffing, including night staff. 

An interesting change that has occurred since 
1948 is the reversal in the proportion of men and 
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women in local authority homes. In 1948, there 
were 4,000 more men and women; by 1954, this 
figure was precisely reversed, and by 1959, 64% 
of the total number of beds in local authority 
homes were occupied by women. By 1959, 82,017 
people were in residential accommodations pro- 
vided under the National Assistance Act, a rise 
of 76.5% since January, 1949. 

The standards now being applied to new resi- 
dential Homes provide for not less than 40 to 50% 
of residents in single rooms, 30 to 40% in doubles, 
and 10 to 20% in multiple rooms with a maximum 
of 4 beds. A series of small sitting rooms is now 
preferred to 1 or 2 large ones and these have been 
found to be very acceptable. Local authorities are 
being urged to consider 60 residents as an absolute 
maximum for a Home, and Homes providing for 
between 35 and 50 residents are on the whole to be 
preferred. It is also considered that where a Home 
exceeds 40 places it should be planned, if possible, 
to allow 2 or more self-contained units within the 
Home, in the hope that smaller and congenial 
groups may form. 


Training 

Here again a voluntary body, the National Old 
People’s Welfare Council, has taken the lead in 
seeking to provide some training for staff of residen- 
tial Homes (Nat. Old People’s Welf. Counc., 
1960). They have pioneered 14-week courses for 
prospective matrons and assistant matrons and reg- 
ularly organize short refresher courses for staff 
already in post. The latter type, usually lasting 1 
week and on a residential basis, is in great demand 
for staff of statutory as well as voluntary Homes. 
In the training of voluntary workers, the Na- 
tional Old People’s Welfare Council has also pio- 
neered. The whole question of the quality of ser- 
vice given by those who work with the elderly as 
voluntary visitors or as workers in clubs or other 
settings has been receiving a great deal of atten- 
tion. There has been a marked expansion in 
courses for such workers as a result of the train- 
ing schemes of the National Old People’s Welfare 
Council. These courses are designed to aid volun- 
tary workers to be more sensitive to the general 
and special needs of the elderly and to know more 
about the statutory health and welfare services 
which, in an individual case, would be their major 
resource. 

As to the training of social workers employed 
by local authorities, the main recommendations 
of the Report of the Working Party (H.M.S.O., 
1959f) by the Health Ministers have been ac- 
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cepted generally by the government. A National 
Council for Social Work Training is to be set up, 
and the impact on social work practice and or- 
ganization will be highly significant. 


Summary 


Developing welfare services for all classes of 
handicapped persons under the National Assis- 
tance Act provide increasingly for the elderly who 
are also handicapped. Pioneered by voluntary 
bodies, these services are just developing as local 
authority services, Until 1960 it was only in the 
field of welfare for the blind that local authorities 
had a duty, as distinct from a power, to provide a 
service. Now this duty has been extended to all 
other handicapped classes. 

The provision of residential Homes must con- 
tinue to develop more rapidly now along lines of 
proved value, and aims are concentrated on pro- 
viding a substitute home of a standard which will 
best meet the changing and increasing needs of 
residents. 

The developing trend is toward greater commu- 
nity responsibility. The placing in residential in- 
stitutions of those handicapped by physical and 
mental frailty or disorders is wherever possible 
giving way to the concept of rehabilitation or 
maintenance within the community. 

More detailed study’ within the social field is 
certainly needed and more likely to take place. 
The Report on Social Workers urged that further 
provision for research in the field of social work 
should be made from public funds. 


There is already a groundwork and considerable 
advance toward the building up of a comprehen- 
sive service for elderly people whose needs may be 
of very varying kinds, material and otherwise. The 
integration of voluntary and statutory effort is still 
regarded as essential, but there is much yet to be 
done. 
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— of concern over the extent of psychiatric 
needs of aged persons and how well they are 
met in institutions, the Office of the Consultant on 
Services for the Aged of the New York State 
Department of Mental Hygiene has conducted 
surveys of aged persons in homes for the aged, 
nursing homes, and state hospitals in New York 
City for the past three years (1957-1960). During 
this time this office has examined more than 2,000 
patients over 64 years old on admission to old 
age homes, nursing homes, and state hospitals in 
New York City. 

The psychiatric services which might be helpful 
to aged institutionalized persons can best be de- 
duced from knowledge of their characteristics. 
There has been a tendency to classify a very high 
proportion of these people as dotards, senile, or as 
suffering from senility. Unfortunately, such terms 
have come to connote untreatability, irreversibility, 
and unavoidability. Whatever their original 
meaning, these terms actually denote persons with 
mental disorders who should not be set aside as 
incurable and untreatable. 


Our studies indicate that so-called senile persons 
are sick persons who need and can benefit from 
psychiatric help (Goldfarb, 1957, 1959a, 1959b). 
This paper reports some of the findings which sup- 
port this conclusion and discusses briefly the need 
of these sick persons for medical and ancillary 
aids. 


1This paper was prepared for presentation at the Annual Forum of 
the National Health Council in Miami, Fla., March 16, 1960. 

Sonting. procedures were planned and supervised by Julius A. 
eho, Ph.D.; Research activities were coordinated by Helen Turner, 

.S., with the assistance of Syra Cohen, B.S. 

The psychiatric examinations were performed by Kenneth Altshuler, 
M.D., Morton Aronson, M.D., Martin Barad, M.D., Arthur Peck, 
M.D., Vincent Squilla, M.D., and Robert Shapiro, M.D. 

Physical examinstions were made by, and under the direction of, 
Isadore E. Gerber, M.D. The epidemiological aspects of the study 
were coordinated by Israel Gitlitz, M.D. 

The author is grateful to the hospitals and homes which partici- 
pated in the survey and made the studies possible. 

2 Consultant on Services for the Aged, New York State Department 
of Mental Hygiene, 80-45 Winchester Blvd., Queens Village 27, N. Y. 
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Mental Health in the Institution’ 


Alvin I. Goldfarb 


Observations 

The Characteristics of Aged Institutionalized 
Persons.—Aged persons are admitted to institu- 
tions, for the most part, in the eighth decade of 
life. Old age home and state hospital first admis- 
sions over the age of 64 are a little younger on 
the average than those who go to nursing homes 
(Table 1). 

Almost 90% of people admitted to old age homes 
come from their own or a relative’s home (Table 
2); this is true for 75% of admissions to a state 
hospital. Fifty-five % of persons admitted to 
nursing homes, however, are transferred directly 
from a general hospital as compared to 35% from 
their own homes. 

At the time of admission 73% of persons enter- 
ing nursing homes were receiving Department of 
Welfare assistance. About 25% of those admitted 
to old age homes and state hospitals also were 
receiving such assistance; a larger proportion were 
dependent upon Old Age and Survivor’s Insurance 
alone, together with savings, pensions, or the help 
of relatives (Table 3). 


By far the highest number of these institution- 
alized persons, at the time of examination, dis- 
played mental or physical functional impairment 
and usually a combination of both. The finding 
(Table 4) that 80% of persons in old age homes 
had chronic brain syndrome, that is to say, defects 
of orientation, memory, and intellectual powers, 
amply confirmed clinical experiences and reports 


‘from administrators and staff of homes that the 
_prevalence of this disorder is high in such institu- 


tions (Counc. Jewish Fed. & Welf. Funds, 1954; 
Goldfarb, 1959c). Apparently, even when homes 
wish to, and do, limit their admissions successfully 
to exclude persons with mental impairment, many 
residents develop defects of memory, orientation, 
and intellectual powers—brain syndrome—as they 
grow older in the institution. The number of such 
persons in nursing homes is even higher (88%) 
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TA LE 1. AVERAGE AGE AT ADMISSION TO INSTITUTION 


Inst ‘ution Median Mean Mode 
76 76 70-74 
Nursing Homes.................- 78 79 75-79 
Beate 76 76 70-74 


TABLE 2. TYPE OF RESIDENCE 
PRIOR TO ADMISSION TO INSTITUTION® 


Own or Old 
Relative’s | General | Nursing Age State 
Institution Home Hospital Home Home Hospital 
(%) (%) (%) (%) (%) 
Old Age Homes 88 3 8 1 1 
Nursing Homes 35 55 8 1 1 
State Hospitals 75 15 7 3 0 
Mean: (All 
Institutions) 68 22 8 1 - 


*Because of rounding off in machine tabulations, rows may not add up to 100%. 
bFigures corrected for difference in population for each type of institution. 


TABLE 3. ESTIMATED PERCENTAGE OF AGED PERSONS 
CLASSIFIED BY MAJOR SOURCE OF INCOME* 


Children and 
Any Relatives Earnings and Savings, 
Institution Dept. (Partial or OASI Only Pensions, or 
Welf. Complete Investments 
Support) 
Old Age Homes 28 32 7 32 
Nursing Homes 73 18 2 7 
State Hospitals 22 21 32 26 


@Because of rounding off in machine tabulating, rows may not add up to 100%. 


since the admission of persons who are unable to 
care for themselves is less likely to exclude such 
persons. It is, of course, highest (94%) in state 
hospitals, which are traditionally the domicile 
for poor persons who need supervision and cus- 
todial care on account of mental functional im- 
pairment. 

As might be expected, the largest proportion of 
persons with severe mental functional impairment 
of brain syndrome type is found in the state hos- 
pitals; the disorder is moderate or mild in the 
majority of persons in old age and nursing homes 
in whom it is present. There are also qualitative 
differences which help to differentiate the greater 
number of persons with chronic brain syndrome 
in the state hospitals from those in old age and 
nursing homes. In 68% of persons with chronic 
brain syndrome in the state hospitals there is an 
associated abnormality of mood or ideation. Our 


TABLE 4. THE PREVALENCE OF 
CHRONIC BRAIN SYNDROME (CBS) 


% of Person with Chronic Brain Syndrome 
Institution Mild Moderate Severe All 
Old Age Homes... 38 28 15 80 
Nursing Homes... 24 34 30 88 
State Hospitals .. . 11 29 54 94 
Mean: All 
Institutions .... 30 29 23 82 


*Because of rounding off in machine tabulations, rows may not add up to 
100%. 
bFigures corrected for difference in population for each type of institution, 


TABLE 5. PHYSICAL FUNCTIONAL STATUS# 


% of Persons Rated with Restriction: 


Institution Mild Marked Complete 
Old Age Homes............ 51> 37° 134 
Narsing Homes............ 21> 36° 434 
State Hospitals............ 30> 38¢ 324 
Mean: All Institutions. .... 36> 36¢ 274 


*Because of rounding off in machine tabulations rows may not add up to 
100%. 
bFigures corrected for differences in population for each type of institution, 


team of examiners also found that the aged first 
admissions in psychiatric hospitals were in greater 
need of medication for psychiatric reasons than 
were the aged first admissions to old age and 
nursing homes. 

Marked or complete restriction of capacity for 
physical activity was common in all the institu- 
tionalized persons (Table 5). 

Over a third of the population of each type of 
institution is markedly restricted in physical ac- 
tivity. The percentage of completely restricted 
persons ranged from 13% in the old age homes to 
32% in the state hospitals and 43% in the 
nursing homes. Old age homes have the highest 
proportion of active, ambulatory persons (51%) 
compared to the state hospitals (30%) and the 
nursing homes (21%). 


Discussion 

These observations confirmed what clinical ex- 
perience predicted, that these institutions receive 
and shelter the aged ill persons for whom no 
dramatically effective specific treatment is now 
known. 
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Our survey sustains the clinically based hy- 
pothesis that a large proportion of persons now in 
‘old age homes, nursing homes, and state hospitals, 
resemble each other in their need for psychiatric, 
medical, and socio-economic aid. Worthy of note 
is the fact that there is a clear relationship between 
poor physical functional status and impaired 
functioning—mental impairment parallels physi- 
cal functional decline more closely than it follows 
along with chronological age in older persons; 
impaired mental and impaired physical function, 
in a large proportion of aged persons, are simply 
two aspects of the same disorder. 

It is apparent that despite popular belief that 
the 3 types of institutions offer different types of 
care to persons with primarily different needs— 
the old age home, social; the nursing home, medi- 
cal-nursing; the state hospital, psychiatric—in 
actuality these institutions are sharing a burden 
of care for largely indigent and socially bereft aged 
persons who have interwoven physical and mental 
illness or impairment. The chief need of persons 
in these institutions over and above good basic 
shelter and food is for comprehensive medical 
care. Each of the groups in the 3 types of institu- 
tions seems to require much the same range of 
services although in different proportion. 

Our findings do not sustain the belief that there 
has been overuse or abuse of psychiatric hospitals 
through the unwarranted admission and retention 
of aged persons. To the contrary, it seems that 
state hospitals have been spared the admission of 
many aged persons with chronic brain syndrome 
who are eligible for certification and admission but 
can be managed outside a hospital if there is 
adequate understanding of their personal motiva- 
tion and emotional needs along with adequate 
psychiatric supervision to help see that these needs 
are met. 

The Psychiatric Needs of Aged Institutionalized 
Persons.—Our survey suggests that patients in these 
old age homes, nursing homes, and state hospitals 
could benefit from improvement in the institutions. 
Important improvements may result from the in- 
creased understanding that the aged persons who 
enter homes and psychiatric hospitals require 
comprehensive medical care in a setting which 
can appreciate and deal with their distressing 
socio-economic circumstances and with the as- 
sociated family disturbances as well. 

Whether they are brain-damaged or not, and, 
regardless of the severity of physical impairment, 
disability, or illness, the person whose needs have 


led to institutional admission is rarely a cheerfully 
retiring person who gratefully’ accepts philan- 
thropy or government bounty and protection. To 
the contrary, he is usually frightened, depressed, 
confused, angry, embittered, or otherwise psycho- 
logically and emotionally troubled or disorganized. 

Although the aged person or his family may 
consider admission to an institution as a solution 
for financial, social, medical, or emotional prob- 
lems, the patient almost always resents his need 
for help and is angry toward those who help him 
or who he believes should help him more, or 
differently. Admission to an institution is both a 
real and a psychological dislocation of a person; 
it initiates and tends to perpetuate anger, depres- 
sion, and fright. These emotional reactions have 
social and medical ramifications which require 
special understanding and skills. 


Because all of the 3 types of institution admit 
patients who are similar, or who come to resemble 
each other with respect to socio-economic distress, 
physical disorders, chronic brain syndrome, and 
chronic anger, fear, resentment, and depression, all 
their residents need social, medical, and psychiatric 
aid or understanding. 

The basic services, shelter, food, and good 
general medical care, do not guarantee pleasure, 
or even contentment. Many aged persons require 
that services be given them with an understanding 
which at present is called psychiatric. In time 
this so-called psychiatric orientation toward sick 
people may become the customary one in the care 
of the aged and chronically ill. As Meyer (1928, 
1951) said, “What is medicine today may become 
mere common sense tomorrow, or at least, in the 
next generation.” Conversely, the common sense 
techniques of able administrators, nurses, and 
attendants, which have given good results in the 
past, should be formulated for easy communica- 
tion to others for successful repetition (Goldfarb, 
1953). In this way, the effective common sense 
practices of yesterday can be part of the psychiatry 
of tomorrow, and the psychiatry of tomorrow can 
be absorbed into everyday practice. 

Psychiatric Understanding—A practical and 
constructive approach to the patient is not sub- 
sumed or explained under the term of love; loving 
the patient is not enough. To the contrary it may 
be better described by the term “understanding.” 
When a patient believes himself understood, he 
may feel loved (Stekel, 1950); to understand him 
is to reassure him by giving him the hope that he 
will be helped toward relief of his psychological 
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or »hysiological tensions and possibly have grati- 
fyi.g experiences as well. 

(of paramount importance in understanding the 
patient is accurate medical diagnosis. Correctable 
illness should be treated. Diet should be adjusted 
to the particular metabolic, cardiovascular, or other 
special needs of the patient. Eyeglasses, hearing 
aids, dentures, and special rehabilitation tech- 
niques, including attention to incontinence, are of 
basic importance. 

Each person in an institution who deals with a 
patient must be considered as a potentially effec- 
tive psychotherapist and every procedure may be 
utilized as a vehicle for psychotherapy. There 
should be psychiatric help and suggestions avail- 
able in this comprehensive aproach in which 
rehabilitation worker, social worker, nurse, atten- 
dant, administrator, and physical therapist play 
important interweaving roles. Many services must 
be available to the residents of the institutions, 
either in the home or under the direction of the 
home or institution. 

The Role of Personnel.—The average attendant 
in an institution, or anyone concerned with patient 
care, when told to love that patient, is being told 
to be of service in a particular way. It is essential 
that effective behavior be described in detail rather 
than dismissed with this ambiguous verbal symbol. 
Unaffectionate, distrustful attendants or nurses 
may be sincerely cooperative but unfortunately 
may do unto others as they expect to have done 
unto them or are already being done unto. They 
may have a dog-eat-dog view of the world because 
that happens to be characteristic of their own 
sub-culture or position. Injunctions to love may be 
rather cynically regarded or misunderstood. There 
may follow mounting feelings of guilt about 
frequently uncontrollable anger toward frustrating, 
helpless patients. Power struggles between patient 
and nurse, nurse and supervisor, nurse and doctor, 
may develop and be perpetuated uncomfortably 
and uselessly unless they can be reviewed con- 
structively and tolerantly. 

Personnel may respond well to realistic instruc- 
tions which recognize their own difficulties and 
help decrease their burdens. When, for example, 
they are helped to recognize the patient’s fear and 
anger beneath his veneer of polite compliance, 
they have better understanding of their own resent- 
ful reactions to these seemingly reasonable 
demands or complaints. There is a decrease in 
their retaliatory anger because the problem has 
been placed within an area of external control, 


instead of in an area of conscience and good will 
in which their behavior is regarded as due to 
“good” or “bad” personality. Personnel must be 
helped toward learning proper techniques and 
helped toward reviewing their failures in patient 
relationship as clues to what everyone needs to 
learn more about. 


The person in attendance needs help in under- 
standing that the feelings of frustration experienced 
with the aged ill may lead to seemingly rational 
but actually useless services. His sense of frustra- 
tion will deerease and his unconstructive expendi- 
ture of energy will decrease when an explanation 
of the importance of the personal relationship as 
a service is clarified. A professional worker or 
attendant should not be burdened with the ques- 
tion of whether or not the patient is loved but 
rather with whether or not the patient is taken 
care of, whether he recognizes and believes he is 
taken care of, and what improvements can be 
made in his care. The development of interest 
in the patient and in his welfare and of interest 
in achieving specific goals in care is our problem 
of education and instruction of nurses, attendants 
and others. When the patient is relieved of ten- 
sion by an attendant or nurse’s ministrations, 
presence, or reactions to him, he will feel loved 
and, in his own way, he will try to keep the nurse 
available. 

The tension-reducing care and personal atten- 
tion which the patient receives is interpreted as 
being understood; he understands it to mean that 
he is being loved. When ward personnel learn 
that helpless, sabotaging, or angry and complain- 
ing behavior are inefficient attempts of patients to 
gain care and attention and that if recognized more 
tolerable patient behavior follows, then attendants 
are more likely to become interested and to take 
pride in their skill in recognizing and responding 
to the hidden meaning of the complaints. Success 
with their patients reassures and encourages them 
and their own emotional stability is better sup- 
ported to the benefit of the patient’s comfort and 
behavior. 

Home Facilities and Programs.—No matter how 
homogeneous the groups of aged persons in old 
age or nursing homes are by religious, ethnic, or 
other social standards, there is considerable hetero- 
geneity within each resident group by other stan- 
dards. Consequently, facilities and programs for 
care and treatment of the aged persons need to be 
quite varied within each institution to meet the 
needs of all its residents. Few nursing homes have 
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such range and flexibility and it is unusual even 
for old age homes. A few large old age homes do 
maintain a variety of services which are adequate 
for almost the entire range of needs of the aged 
from the relatively robust through the sick and 
disabled. 

A regrouping of persons into different types of 
institutions according to whether they seem to 
need primarily medical or psychiatric care would 
not necessarily make their care more economical 
or efficient. Such separation might ignore more 
important factors which contribute to the comfort 
and well-being of the aged person who must make 
the home his residence. It might require many 
transfers or relocations as the person’s needs 
change with time. It must be decided whether 
the most natural living arrangements for old per- 
sons are to be favored or whether grouping 
according to medical or other problems, with 
creation of unnecessarily artificial social conditions 
for which the individual is characteriologically 
unprepared, is to be considered more desirable. 
Should patients be regrouped according to the 
most convenient way of meeting their medical 
needs without regard for social compatibility and 
the ease with which their other needs, for recrea- 
tion, occupation, and friendship with staff, family, 
and friends can be met? If all types of service can- 
not be provided within one institution, should 
there be traveling teams who can take services 
from a central point to many homes, as in the 
developing home care programs? Conversely, 
should patients from many homes be taken to a 
central point for special services? There would 
seem to be advantages in preserving heterogeneity 
of population with provision of a total range of 
services within, or from, one institution of optimal 
size. Transfers within one institution are often 
frightening and disturbing; transfers to outside 
institutions are often overwhelming. 

The Physician’s Role—The preservation and 
maintenance of the mental health of aged persons 
in, or cared for under, the auspices and control of 
institutions, is for the most part a problem of 
comprehensive medical care. These are the 
patients for whom boarding homes, foster homes, 
hotels, colonies, are insufficient unless necessary 
services and supervision can be brought to them 
under competent leadership and with efficient 
organization. Their proper treatment needs, first 
of all, attention to proper classification and diag- 
nosis. Informed medical supervision and a psy- 
chiatrist with experience and information about 
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the disorders common in the aged are essential. 
The latter must be able to differentiate organic 
reactions from the affective and content disorders 
which they resemble or which simulate them, and 
he must be aware of the enormous contribution 
which the personality of the patient makes to the 
behavorial disorder which complicates the organic 
deficit reactions, chronic brain syndrome. He must 
be able to deal with the patient in such a way as 
to encourage maximal utilization of the limited 
individual’s remaining resources, and he must 
direct his staff in such a way as to eliminate or 
decrease the feelings of frustration, fear, resent- 
ment, and anger which work with chronically ill 
and progressively debilitated patients engenders, 
particularly in those who believe they have no 
adequate working tools. The psychiatrist must 
have the clinical ability to differentiate the acute 
delirious reactions from the chronic organic mental 
syndrome and to recognize the superimposition of 
delirium upon the more chronic form. Caring for 
the patient requires effective medical cooperation 
so that symptomatic and specific treatment of the 
person may prevent rapid progression of an under- 
lying disease. Rehabilitative measures under the 
supervision of a qualified physiatrist may make 
ambulatory alert patients out of bedridden, apa- 
thetic, disoriented, and incontinent persons. 


Social Worker and WNurse—Social worker 
interest in the continuing relationship of the 
patient to the remaining interested family and 
friends, and in the solution of seemingly trivial 
social and economic problems, which are never- 
theless of great importance to the person, can 
make the difference between emotionally deter- 
mined physiological imbalance with accompanying 
behavior disorder, and relative stability. A base- 
line for constructive action is understanding, 
tolerant care of patients by attendants and nurses 
who have been sensitized to the behavioral dis- 
turbances of their patients as pleas for attention 
to specific needs. It is chiefly the social worker and 
nurse who at present implement and transmit 
psychiatric concepts of care. Indispensable to the 
cooperative efforts of all persons who are essential 
and helpful, such as dietitians, occupational thera- 
pists, and recreation workers is an institutional 
administration which can encourage and provide 
opportunity for mutual exchange of information, 
cooperative planning, and coordination of services, 
and which acts in such a way as to decrease 
departmental rivalries and jealousies and which 
can direct personnel and trustee attention to 
individual and group needs of the patients. 
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T Problems 

An interesting and complicated legal problem of 
piotection exists for many of these persons who, 
wile eligible for certification, need not be under 
the direct jurisdiction of a psychiatric hospital. 

Most persons with chronic brain syndrome, with 
or without behavior disorder, are harmless. Never- 
theless, they require much the same kind of treat- 
ment and supervision as others whose similar 
state of disorientation, memory loss, and defects of 
judgment came to attention because of socially 
disturbing or dangerous behavior. Many of them 
are meek and docile, at least superficially. Their 
disorder may lead to self-neglect or to inadvertent 
harm to others. Moreover, they have greatly 
diminished adaptive reserve and under physical or 
emotional stress may display disturbing behavior. 
Where they are taken care of depends more on 
what the institution can offer in the way of super- 
vision, guidance, and rehabilitation, than what it 
is called. Aged persons with brain damage often 
require guidance and help. When they have no 
effective relatives to provide this, non-psychiatric 
institutions and agencies either may be reluctant 
to assume the burden of their care or may deal 
with them in an excessively authoritarian manner. 
Occasionally there is confusion about how some 
of these patients with poor judgment and memory 
defect should be handled when they refuse essen- 
tial medical treatment. If there were available for 
such “kinwrecked”* and brain-damaged persons a 
form of limited guardianship, probably few of 
these aged would have any objection. They are 
often eager for tactful direction and guidance 
from “parental surrogates.” Often a home acts in 
the capacity of guardian on the basis of a tacit 
agreement with the resident or his family, and in 
New York City the Department of Welfare, by its 
control of allocation of funds for support, often 
assumes a kind of implicit guardianship of aged 
persons. Such responsibility for their protection is 
uncomfortable in the absence of its frank recogni- 
tion and proper supervision, since many of these 
persons currently must be cared for in commercial 
institutions through welfare-administered public 
funds. 


Second, there is probably a large number of 
aged ill persons in the community who have prob- 
lems, are suffering, and who might welcome care. 
The question is involved and vexing: Are such 
persons a public health problem, should they 


* This felicitous term for ————* “orphaned” aged persons 
the author owes to I. Gitlitz, M 


be discovered then how can care be offered to 
them tactfully, and how shall the case finding, 
treatment, and care be financed, by whom, under 
what auspices and by what methods? 

Third, it is generally agreed that institutionaliza- 
tion is not the only answer for a great many aged 
ill patients in need of help and care. Day recrea- 
tion centers, day treatment centers, night hospitals, 
hospitals, and centers for diagnosis and for tenipo- 
rary treatment of acute reversible conditions may 
be useful or necessary in many communities. It 
is not yet known from longitudinal studies whether 
such agencies can be of service to those who may 
some day need inpatient care, whether they are 
actually prophylactic in the prevention of the 
progression of development of a disorder, or 
whether they are of greatest value for a special 
population which differs from that which reaches 
institutions for long-term care. 


Concluding Remarks 


Obviously efforts of mental health preservation 
in the institution cannot and should not be 
separated from such efforts in the community. 
Institutions must regard themselves as dynamic 
and changing organizations which try to respond 
to the changing needs of the community. En- 
lightening contributions which lead to the develop- 
ment of new services in keeping with humanitarian 
ideals can come from interested institutional 
workers, from observation of what works in insti- 
tutions, and from observations of human behavior 
in the larger community. Social workers, public 
health nurses, general physicians, psychiatrists, 
and a large number of allied administrative and 
special treatment personnel must cooperate for the 
preservation and improvement of the mental 
health of the aged in institutions who are under 
their care, or who should be receiving care from 
them. 
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Age and Disability 


yin prosperity, changes in population age 
4 structure, and the development of health ser- 
vices, have deepened interest in the problems of 
disabled people in general and the older disabled 
worker in particular. National and local efforts 
have been made with considerable success to im- 
prove the occupational lot of those who, by reason 
of injury or disease, encounter difficulty in obtain- 
ing or keeping employment. In the now volu- 
minous literature dealing with this subject refer- 
ence has often been made to the special difficul- 
ties of older disabled people. It is only within the 
last 10 years that studies (Welford, 1958) have 
begun to show more precisely how aging itself, 
quite apart from disease, may modify working ca- 
pacity. 

In discussing the problems of older disabled peo- 
ple, we are therefore dealing with 2 fairly distinct 
effects, namely, those of normal aging and those 
produced by pathological processes. For example, 
it is now well known that older people often en- 
counter difficulty in jobs where speed of operation 
is stressed but that greater accuracy may, at least 
for a time, compensate for this difficulty. If to this 
normal effect of aging is added some physical 
handicap, such as cataract, deafness, or arthritis 
which interferes with reception of information or 
with the execution of finer movements, compensa- 
tion may be impossible. An occupational problem 
is the result. 

Although this paper is not directly concerned 
with the changes produced by normal aging, these 
changes, and the measures which may be applied 
in industry to mitigate their effects, are highly rele- 
vant to the occupational problems of older dis- 
abled people. Difficulties posed by high speed 
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operations, bonus plans, and heavy muscular work, 
for example, are probably aggravated by certain 
physical handicaps. It is, therefore, very important, 
in studying the problems of disability, to bear in 
mind research in industrial gerontology (Murrell, 
1959; Clay, 1960) and to try to apply the findings 
in programs of rehabilitation. 


The Nature of the Problem 

It is difficult to be sure how many older people 
have occupational problems attributable wholly or 
in part to disability. The presence of disease or 
pathological defect is, by itself (except in the case 
of gross impairment), not a reliable guide to the 
existence of an employment problem; the attitudes 
of employee and employer, experience and train- 
ing, availability of alternative employment, and 
quality as well as availability of medical care, 
interact with the physical situation. It is the prod- 
uct of these factors which determines what degree 
of disability is present. 

For the purposes of social policy and practice, 

some sort of arbitrary working definition is nec- 
essary; in Britain the Disabled Persons’ Employ- 
ment Act of 1944 describes a disabled person as 
one who: 
“on account of injury, disease or congenital deformity, 
is substantially handicapped in obtaining or keeping 
employment, or in undertaking work on his own ac- 
count, of a kind which apart from that injury, disease 
or deformity would be suited to his age, experience and 
qualifications.” 

At present in Britain over 700,000 such people 
are voluntarily registered as Disabled Persons and 
of these nearly 60,000 are unemployed. Age distri- 
bution of the total registrations is not normally 
available, but it was estimated (Le Gros Clark, 
1956) that about 22% of all registered disabled 
men (both employed and unemployed), or around 
164,000 were aged 60 and over. A Ministry of 
Labour analysis of unemployed registered disabled 
men showed that about half are over the age of 50. 
Since registration is voluntary it is very likely 
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TABLE I. PROPORTION OF DISABLED EMPLOYED MEN AND DISABLED UNEMPLOYED MEN BY AGE, 
ABERDEEN SAMPLE SURVEY 1955." 


| 
Age No Disability (%) Moderate Disability (%) Severe Disability (%) No. of Men 
| 
Empl. Unempl. Empl. Unempl. Empl. Unempl. Empl. Unempl. 
eee | 90 62 10 36 _ 2 38 50 
i ae | 87 58 13 38 _ 4 54 71 
| 78 45 22 53 1 2 80 51 
53 50 42 39 5 11 45 28 
| 78 55 21 41 1 4 254 200 


“Data are reproduced with permission from The Medical Officer. 


that these official data underestimate the preva- 
lence of disability at all ages, and it was to throw 
some light on the situation that we undertook a 
regional survey some years ago in Aberdeen (Rich- 
ardson, 1956). Two groups were interviewed at 
random, the first made up of 200 men aged 30 
and over who had been out of work for at least 
a month, and the other consisting of 254 men age 
30 and over drawn from industrial firms in the 
City. Interviews covered health, occupational his- 
tory, attitude to work, and some personal and do- 
mestic particulars. 

Fitness for work was graded in 3 categories and 
the results are shown in Table 1 (Source: Richard- 
son, 1956). 

Due to sampling difficulties the total age dis- 
tributions of the subjects are not quite representa- 
tive of the populations concerned, but care was 
taken to ensure as far as possible that there was no 
selection within age groups. If the proportions of 
disabled men within each age group are applied 
to the employed male population of Great Britain, 
we arrive at a rough estimate of nearly 1,000,000 
men over age 50 who have some physical disabil- 
ity. What proportion of this total have encoun- 
tered, or are experiencing, occupational difficulties 
is unknown, but clearly the potential problem is 
no mean size. 

Next we looked at the medical nature of these 
disabilities. Among both employed and unem- 
ployed men, heart disease (especially coronary 
disease), respiratory disease (especially bronchitis) , 
chronic peptic ulcer and its complications, and 
locomotor disorders such as arthritis, accounted for 
the majority; the findings are in line with those 
published by the Ministry of Labour (1955) and 
with the results of a small intensive study by 
Weir (1957). Although the general pattern of dis- 
ability was similar in the employed and unem- 
ployed groups, this does not mean that the sever- 
ity of disablement was equal. It is very difficult 
indeed to measure this quality, but our impres- 


sion certainly was that the unemployed man with 
coronary heart disease or bronchitis was a good 
deal more restricted in his capacity for effort than 
his counterpart in employment. Be that as it may, 
other factors bearing on disability must be exam- 
ined, such as skill and attitude to work. 

Using the Registrar General’s Social Classifica- 
tion, the unemployed men were divided into 2 
grades, those whose former occupation was skilled 
in the sense that a period of 3 or more years’ 
training had been required, and those who had 
either no training or a very short period. Attitude 
to employment was graded as good, fair, or poor 
on the basis of replies to questions about the ef- 
forts made to find work, why the individual 
thought he had been unsuccessful, and what help 
the Employment Exchange had given him. When 
these retrospective data were related to length of 
the current spell of unemployment, a fairly clear 
trend emerged which can best be presented in the 
form of a contrast: 

14% (3 out of 22) of men age 30-49 who were fit, 
skilled, and had a good attitude to work had been un- 
employed for 1 year or more. 

72% (47 out of 65) of men aged 50 and over who were 
disabled, unskilled, and whose attitude to work was 
fair or poor had been unemployed for 1 year or more. 

Because official records of unemployed men are 

confidential, we could not check the accuracy of 

statements about duration of unemployment; fur- 
thermore it seemed desirable to test the validity 
of our assessments of attitude to work. A follow- 
up study was therefore planned in which our social 
worker visited the homes of the men 1 month after 
the initial interview (which took place in the hos- 
pital out-patient department). During this period 

31 men had obtained work, and when this group 

was compared with those still unemployed after 1 

month, we again found that it was the older, un- 

skilled, disabled man with a poor attitude to work 
who was least likely to be re-employed. 

It is also worth mentioning that comparison be- 
tween the unemployed group and either the sam- 
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pic of employed men or the city population as a 
w!.ole showed an excess of single men, of divorced 
or separated men, of large families, and of domes- 
tic overcrowding, among those who were out of 
work. It is perhaps hardly necessary to point out 
that these associations with unemployment are 


unlikely to be directly caused—they are but some 


of the factors in a complex human problem called 
unemployment, which often seems to have its roots 
far back in the individual’s life history. While 
interviewing these men, we were often struck by 
the possibility that unemployment in older dis- 
abled men is really the end-result of a set of forces 
whose origins were lost in the mists of time—why 
for example did this man break off training in 
youth for a skilled trade and take up heavy labor- 
ing, or that man change from being a steady 
worker with a stable home to a chronically un- 
employed casual worker, living in a common lodg- 
ing house, who did not know where his family 
were. Such speculations are not entirely idle. Im- 
proved vocational guidance in youth, the growth 
of marriage guidance services, and the spread of 
rehabilitation programs for disability in its early 
stages, make it likely that (economic considera- 
tions apart) some of the situations which have 
contributed to unemployment in the past may 
arise less frequently in the future and thus reduce 
in some measure the number of older disabled un- 
employed men. We estimated, for example, that 
thorough rehabilitation and retraining could have 
salvaged about one-third of these unemployed men 
if facilities had been available when occupational 
difficulties first appeared, although for many of 
them this would probably have involved moving 
from North East Scotland where unemployment is 
twice the national average to areas with a more 
favorable economic situation. 


Resettlement Clinic 


While these field studies were going on, we had 
been exploring the possibility of helping disabled 
hospital patients who had employment problems. 
An experimental resettlement clinic was started in 
1954. The team consisted of social worker, Minis- 
try of Labour representative, and the honorary 
consultant in social medicine. Patients were re- 
ferred from various departments in the general 
hospital and after thorough documentation and dis- 
cussion of the problem we made recommendations 
and then followed the patients up for 6 months. 
Analysis of the first 84 cases (Richardson and 
Weir, 1956) showed that the older unskilled man 
with a doubtful or poor attitude to resettlement 


fared worst of all as measured by the proportion 
still unemployed after 6 months. Nevertheless 6 
years of experience of the work of such a resettle- 
ment clinic suggests that a concerted diagnosis of 
the exact nature of the older disabled man’s prob- 
lems followed by an intensive search for suitable 
employment can make a significant contribution 
to the solution of his difficulties. It was, however, 
realized that the ex-hospital patients referred to 
such a clinic were an unrepresentative group; they 
were mostly men (only 1 or 2 women were in- 
cluded) who had already experienced difficulties 
which they could not overcome unaided. We were 
aware that an unknown proportion of all men 
discharged from hospital either succeeded in re- 
settling themselves or were too disabled to be eli- 
gible for work. The next step in our program of 
study was therefore to obtain an over-all picture 
of the resettlement problem of the hospital patient. 


The Hospital Follow-up 

A report on the progress of some 700 patients 
discharged from a Scottish hospital (Ferguson and 
McPhail, 1954) aroused considerable interest. The 
findings from a 2-year follow-up led the authors 
to conclude: 

“In many cases early recurrence of breakdown came of 
bad social and environmental conditions rather than 
of any inevitability on medical grounds.” 

It was, however, realized that the results in one 
city are not necessarily a guide to the situation 
elsewhere and the Nuffield Trust therefore decided 
to sponsor further studies of this kind. In Aber- 
deen 500 male patients from surgical and medical 
wards were interviewed in the hospital and have 
been seen in their own homes at intervals of 1, 3, 
and 12 months after discharge. Although strict 
random sampling was impossible, every effort was 
made to exclude bias, and comparison between the 
sample and the whole hospital population shows 
that representativeness has been attained. All ages 
from 15 upwards were included, but we report 
here only a preliminary analysis of patients age 
55 and over. 

The broad aims of the study were to observe 
what happened to these patients after they left the 
hospital and to seek explanations for the events 
observed. At the first interview in the hospital a 
detailed medical, occupational, and personal his- 
tory was recorded; at the subsequent home inter- 
views medical, occupational and other personal 
developments were systematically explored, using 
a standardized recording procedure. Cooperation 
was excellent, but formidable difficulties have 


as 
: 
} 
good 
may, 
cam- |. 
fica- | 
to 2 
illed 
ears’ 
had | 
tude 
poor 
» ef- 
dual 
help 
Then 
h of 
‘lear 
the 
fit, 
un- § 
were 
was 
iore. 
are | 
7 0 
fur- 
dit 
y 
OW- 
cial | 
fter 
10s- 
riod Lea 
oup 
ar | 
un- 
ork 
be- 
am- 


188 RICHARDSON AND WEIR 


sometimes to be overcome in such studies since the 
contrast between a patient in bed in a fine mod- 
ern hospital and the same person in his own home 
may be extreme. 


Results 
(1) Men Age 55-59 

Seventy men were between age 55 and 59 on 
admission to the hospital; of these, 9 were unem- 
ployed and 61 were working. The situation 12 
months later is shown in Table 2. Further analysis 
showed that, whereas 36 of the 61 employed men 
had suffered from some chonic disability for at 
least 2 years prior to admission, no less than 7 of 
the 9 unemployed men had been disabled for at 
least 2 years. Furthermore, the proportion of skilled 
men in the employed group was 45% as against 
27% in the unemployed group. These findings sug- 
gest again that the combination of disability and 
lack of recognized occupational skill may, quite 
apart from age, produce employment problems. 
(2) Men age 60-64 

Of the 44 men in this age group 14 were not at 
work before admission to hospital and 30 were. 
The observations a year later are shown in Table 2. 
In this age group, as in the previous one, the pro- 
portion of men suffering from a chronic illness 
was higher (12 out of 14) in the unemployed 
group than in those who were working prior to 
admission (17 out of 30). Only 4 out of the 14 
men were skilled workers compared with 16 out 
of 30 employed men. 

Thus both age groups are alike in suggesting 


that the major occupational difficulty among ex- 
hospital patients is found in unskilled men with 
a chronic disability who have been out of work 
before admission. But, as measured by the propor- 
tion who are at work 1 year later, the men age 
60-64 fared worse than those who were on average 
5 years younger; it would be easy to attribute this 
to age and leave the matter there, but age by itself 
can hardly be the explanation and some further 
analysis is necessary to show which of the many 
changes with age might be responsible. 

Severity of illness is one likely factor. Mortal- 
ity and morbidity rates increase rapidly after mid- 
dle-age so a difference in the degree of disable- 
ment might account for the above results. Sever- 
ity of illness is notoriously difficult to measure but 
there at least are 2 indices which may be tried. 
First, the median duration of stay in hospital; for 
the 55-59 age group this was 15 days, for the 60-64 
age group the figure was 21 days. Second, capac- 
ity for movement was rated at each of the follow- 
up interviews; both at 3 and 12 months after dis- 
charge the younger age group recorded a higher 
proportion (67%) of men with unlimited mobil- 
ity than did the men age 60-64 (54%). There is, 
therefore, some evidence to support the view that 
more severe illness is a factor accounting for the 
observed age difference in return to employment. 
An additional factor likely to be important is near- 
ness to retirement age; 3 men approaching 65 casu- 
ally mentioned this, and there is an impression in 
our data that others who did not go back to work 
tended to be nearer 65 than 60. Such a suggestion 
needs confirmation, but it seems reasonable that a 


TABLE 2. SITUATION ON ADMISSION TO THE HOSPITAL AND ONE YEAR LATER. 


Men Age 55-59 


1 Year After Leaving Hospital 


Before Admission 


| 
Dead Unfit for Work | Working Unemployed 
Employed: | 
Not employed: | | 
| 3 (33%) 3 (33%) 2 (22%) 1 (11%) 
| 
Men Age 60-64 
1 Year After Leaving Hospital 
Before Admission 
Dead | Unfit tor Work | Working | Unemployed Retired 
Empidyed: | | 
6 (20%) | 8 (27% 13 (48%) 1 2 
Not employed: | | 
3 (21%) 4 (29%) 1 (7%) | 3 3 
| | | 
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m.1 who had planned to retire at minimum pen- 
sic: age anyway might feel inclined to regard a 
fe. months of work after hospitalization as hardly 
worth while. 


(3) Men Age 65-69 

As would be expected, the occupational pattern 
changed after age 65. Of the 31 men in this age 
group only 8 were in full-time work prior to ad- 
mission to hospital; 1 year later 4 of the 31 were 
dead, 5 were in full-time work, and the remainder 
were partly or wholly retired. Perhaps the most 
surprizing finding was that in only 3 cases had the 
illness changed the pre-hospital occupational pat- 
tern; these 3 men had all been working prior to 
admission and had hoped to return to work, but 2 
decided to retire after the permanent effects of the 
illness became apparent and the third was quite 
unfit for work. 


(4) Men Age 70-74 

Of the 27 men aged between 70 and 74, 21 were 
retired before the illness which led to their ad- 
mission to hospital. One year later, 5 were dead, 
2 were still working full time, and the remainder 
were mainly or completely retired. Two men pre- 
viously working were found to have retired 1 year 
later, but in neither case was the retirement attrib- 
utable to the hospital illness—one man had gone 
back to work but gave up following a minor acci- 
dent, the other did so because he disliked his job. 


Self-employed Men 

Quite early in our studies we noticed that some 
self-employed men, such as farmers and shop- 
keepers, seemed to show a different pattern of re- 
settlement. The pattern over 60 was complicated 
by part-time jobs, but if these are included the pro- 
portion of older self-employed men doing some 
work was approximately double that of employees. 
Moreover, the difference between the self-employed 
and the employees, in respect of the proportion 
working 1 year after leaving hospital, became 
greater as age group increased, a finding consistent 
with data extracted from the 1951 British Census 
(Richardson, 1960). Why this should be so is a 
matter of speculation; the economic incentive to 
go on working may be greater in those who own 
their business, but it is also likely that the dis- 
abled self-employed man can sometimes delegate 
work in a way that the similarly disabled em- 
ployee cannot. Certainly we came across a number 
of instances where a son took over the main re- 
sponsibility, including any heavy work, leaving his 
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father to look after the administrative side of the 
farm, shop, or business; we also observed gradu- 
ated retirement along the same lines, especially 
among farmers. We think these differences be- 
tween self-employed men and employees merit 
further study. 


Remedial Action 

This preliminary analysis of the pre- and post- 
hospital experience of older men suggests one main 
conclusion—the need for vigorous rehabilitation in 
the earliest stages of those diseases that are liable 
to recur. Just as there is growing awareness of the 
potential value of forestalling the effects of aging 
by modifying job situations before age changes pro- 
duce difficulties, so we must try to predict which 
patients may encounter occupational problems and 
prevent or mitigate these by appropriate action 
when the disability first appears. For example, the 
shipyard worker who develops bronchitis in his 
forties may well feel able to return to his dusty 
strenuous job and his physician may see no reason 
to advise him otherwise. The chances are high, 
however, that 5 to 10 years later he will be in the 
hospital with chronic bronchitis (emphysema) and 
then his resettlement is a problem because, in 
addition to his disability, he has age prejudice and 
a severely reduced capacity for effort to contend 
with. Had he been advised and helped to move 
to a dust-free and less continuously heavy job 10 
years previously, the probability of trouble later © 
could have been much reduced. The same kind 
of argument applies to many of the other disabil- 
ities which are associated with employment prob- 
lems of older men. To some extent this policy does 
operate in industry already; we ourselves as hon- 
orary medical advisers to 2 companies in Aberdeen 
are not infrequently asked to see middle-aged men 
returning to work after illness and to advise 
whether some job modification or change is appro- 
priate, but until medical services in industry are 
more widespread, hospital specialists and domicil- 
iary physicians will have to assume greater respon- 
sibility for the early detection and prevention of 
the kind of difficulties described in this paper, and 
it is to them that industry should be able to turn 
for help. Too often at present the liaison between 
medicine and industry is distant and indirect. Such 
experiments as the rehabilitation center at Vaux- 
hall Motors in England have clearly shown what 
can be achieved when cooperation is close; vigor- 
ous and planned therapy accompanied by care- 
ful assessment of working capacity—present and 
future—and vocational selection are the keys to 
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successful resettlement of the disabled at all ages 
but particularly in middle age and beyond. If re- 
habilitation facilities are to become generally 
available, however, much more precise evaluation 
of their claims is needed; in Britain, “clinical im- 
pression” rather than statistical demonstration is 
too often the basis for advocacy of extended pro- 
vision of rehabilitation centres. What little evi- 
dence there is certainly confirms the opinions of 
those of us who have observed the result of good 
rehabilitation units, but only further well-designed 
operational research studies will supply the facts 
on which sound socio-medical policy can be based. 


References 


Clay, H. M. The older worker and his job. London: 
Her Majesty’s Stationery Office, 1960. 

Ferguson, T., & MacPhail, A. N. Hospital and commu- 

nity. Nuffield Provincial Hospitals Trust. Oxford 

University Press, 1954. 


RICHARDSON AND WEIR 


Le Gros Clark, F. Employment problems of elderly men. 
Oxford: London: Nuffield Foundation. 1956. 


Ministry of Labour Gazette, 1955, LXIII, 8, 274-275. 


Murrell, K. H. F. Major problems of industrial geron- 
tology. J]. Gerontol. 1959, 14, 216-221. 


Richardson, I. M. A socio-medical study of 200 unem- 
ployed men. Med. Officer, 1956, 96, 165-170. 


Richardson, I. M., & Weir, R. D. An experiment in 
resettling the disabled. Rehabilitation, 1956, 17, 2-8. 


Richardson, I. M. Occupation and Health. Paper read 
at International Association of Gerontology Research 
Seminar. Berkeley, Calif., 1960. 


Weir, R. D. A Study of 108 registrations under the Dis- 
abled Persons (Employment) Act. Rehabilitation, 
1957, 23, 16-27. 


Welford, A. T. Ageing and Human Skill. Nuffield 
Foundation, London. Oxford: Oxford University 
Press, 1958. 


4 
( 
S 
of 
M 
aap 
ass 
Re 
an 
me 
thé 
é 
We 
Se 
Pa 
cal 
Bh 
the 
Ro 
| 
Co 
wh 
i 
be 
ing 
liste 


J men. 
] 
275. 
geron- 
Current Activities and Events in the 
unem- 
| Field of Agi 
aa} Field of Aging 
7, 2-8. 
oe Beattie Named President-Elect of Gerontological 
| Society at Annual Meeting 
e Dis- | 
‘tation, Mr. Walter M. Beattie, Jr., was chosen President-elect 
' of the Gerontological Society at its annual Business 
'. Meeting in Pittsburgh, November 11, 1961, and will 
uffield assume office as President November 10, 1962. Mr. 
jersity Beattie is Planning Director, Services to the Aging, 


Health and Welfare Council of Metropolitan St. Louis, 
and lecturer in community organization at the George 
’ Warren Brown School of Social Work, Washington 
_ University. He was formerly Chairman of the Depart- 
- ment of Sociology, Lindenwood College, and prior to 
that, Director of Services to the Aging, Community 
Welfare Council, in Madison. 

Additional officers of the Society for the current year 
are as follows: President, Dr. James E. Birren, Chief, 
Section on Aging, National Institute of Mental Health; 
Past-President, Dr. Joseph T. Freeman, Women’s Medi- 
cal College of Philadelphia; Treasurer, Dr. Herman T. 
Blumenthal, Director, Institute of Experimental Pa- 
thology, The Jewish Hospital, St. Louis; Secretary, Dr. 
Robert W. Kleemeier, Professor, Department of Psy- 
chology. Washington University. 

Mrs. R. J. Aronson of Seattle, the only newly elected 
Council member, was chosen as representative to the 
Council for the General Member Division. The other 
Council members are listed in the Organization Section, 
where the minutes of the Council and Business Meet- 
ings held in Pittsburgh also appear. 

The 1962 meeting of the Gerontological Society will 
be held at the Deauville Hotel in Miami Beach, No- 
vember 8-10. The 1963 meeting is scheduled at the 
Sheraton-Plaza Hotel in Boston, November 7-9. Meet- 
ing places through 1966 are as follows: Minneapolis, 
1964; Los Angeles, 1965; New York, 1966. 

The Program Committee for the 1962 meeting is 
listed in the notice of meeting and call for papers, 
published on the outside back cover of this issue. 


James E. Birren, Ph.D., Walter M. Beattie, Jr., 
President M. A., President-elect 


Sixth Congress of International 
Association of Gerontology 


Dr. Torben Geill, President-elect of the Association, 
announces that the Sixth Congress of the International 
Association of Gerontology will be held in Scandinavia, 
August 11-16, 1963. Hosts will be the gerontological 
societies of Denmark, Finland, Norway, and Sweden. 
Most of the sessions will be held in Copenhagen, but 
the sessions of Thursday, August 15, will take place in 
Malm6 and Lund, Sweden. Post Congress tours in the 
Scandinavian countries will be arranged. 

Interdisciplinary plenary sessions will deal with such 
topics as: Life span under different conditions; the 
position of older people in high energy and low energy 
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societies; psycho-pharmacology; psychological, person- 
ality, and role changes with age; professional training 
in gerontology; and prospects for research. Following 
the plenary sessions, the four divisions—Biological Re- 
search, Clinical Research, Social Science and Psycho- 
logical Research, and Social Welfare Research—will 
hold concurrent symposia and sessions for reports of 
current research. 
Officers for the Congress are: 
Honorary President: Professor Folke Henschen, 
Sweden 
President: Medical Director Torben Geill, Denmark 
Vice Presidents for Denmark, Finland, Norway, 
and Sweden 
General Secretary: Medical Director Per From 
Hansen, Denmark 


A preliminary program will soon be ready for distri- 
bution. Information concerning date and procedure for 
submitting abstracts will appear in the next issue of 
THE GERONTOLOGIST. 


Proceedings of the Fifth Congress 
of International Association 
of Gerontology 


The proceedings of the Fifth Congress of the Inter- 
national Association of Gerontology will be published 
in four volumes under the general title, Aging Around 
the World. Columbia University Press has all four 
volumes in production and will list them in its spring 
announcement. 

The separate titles are: 

Biological Aspects of Aging, Nathan W. Shock, 
Editor. 

Medical and Clinical Aspects of Aging, Herman T. 
Blumenthal, Editor. 

Social and Psychological Aspects of Aging, Clark 
Tibbitts and Wilma Donahue, Editors. 

Social Welfare of the Aging, Gordon T. Aldridge 
and Jerome Kaplan, Editors. 


Each registrant at the Congress who paid the full 
fee of $25 will receive a set of the volumes. Others will 
be able to obtain them by purchase from Columbia 
University Press. 


Dr. Joseph T. Freeman and Dr. Thomas J. Moran 
(Chairman of the Local Arrangements Committee) 
conferring at the Pittsburgh meeting. 
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Mt. Angel College Establishes 
Gerontology Program 


The gerontology curriculum research team, Dr. 
Carrol Mickey, Dr. Leo Kuntz, and Miss Kathryn 
Beatty, has begun its work at Mt. Angel College 
(Mt. Angel, Oregon). Their job is well suited to their 
range of experience and enthusiasm, for theirs is the 
task of setting up the first undergradute curriculum in 
social gerontology in the United States. 


Dr. Kuntz 


Dr Mickey Miss Beatty 


Mt. Angel College was selected by the U. S. Depart- 
ment of Health, Education, and Welfare to carry on 
the research because the Benedictine Nursing Home is 
situated on the college campus and will be used in 
certain course work as a center for field training. 


Heading the research as principal investigator is Dr. 
Carrol Mickey, on leave as head of the department of 
sociology at the University of South Dakota. Dr. 
Mickey, who is in his mid-forties, has not only been 
lauded as one of the top social gerontologists in his 
home state of South Dakota, but has served on many 
national committees and institutes on aging. It will be 
his job, along with his associates, to determine what 
sort of curriculum will best equip a person who wishes 
to go into work with the aged, whether it be in nursing 
home administration, welfare work, social security, aged 
housing, or any of the many fields which are demand- 
ing persons with knowledge of this specialized segment 
of the population. 

Dr. Mickey will teach courses at Mt. Angel College 
after he has completed the job of developing the cur- 
riculum and class syllabi. His specialization will be the 
sociological aspects of the program, although he will 
oversee the entire research. Miss Beatty’s primary con- 
cern will be with the counselling and guidance aspect 
of the training, and Dr. Kuntz’s main field will be in 
the psychological areas. 

Dr. Leo J. Kuntz, who is in his sixties, comes to 
Mt. Angel College from his position as head of the 
department of education at St. Mary’s College in 
Indiana. Before he was at St. Mary’s, he served as 
head of the department of education at Notre Dame 
University for twenty years. 

The youngest member of the group is Miss Kathryn 
Beatty, who recently completed her master’s degree at 
Syracuse University. Miss Beatty was a member of the 
Mt. Angel College staff in 1960 and again in 1961 
when she conducted a summer workshop in The Psy- 
chology of Aging. Currently Miss Beatty is working on 
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tw studies in connection with the curriculum program: 
nu sing home standards in each of the United States, 
an. counselling the aged. 


Recreation Opens the Door 
to Vocational Rehabilitation 


What happens to the homebound patient when the 
essential services he receives from the physician, nurse, 
therapist, and social worker are supplemented by the 
services of a professionally prepared recreation specialist? 


The patient ceases to dwell on his physical problems 
—he finds a great many other things to talk about. He 
takes more pride in his appearance. He makes new 
friends. Although the patient may be on crutches or in 
a wheelchair, he begins to hold himself straight and 
tall. If he is arthritic or has a neurological disorder, the 
patient’s mobility improves, 

These are some findings of the first year of a two-year 
demonstration project being conducted by the National 
Recreation Association, in collaboration with the Belle- 
vue Home Care Program and the Visiting Nurse 
Service of New York. 


The 97 patients currently taking’ part in the project 
were selected on the bases of psychological need and 
degree of social isolation. Many live alone. Most had 
rarely been out of their rooms or apartments for in- 
tervals ranging from several months to 30 years. 


This group of patients has been receiving special 
recreation service for less than a year. However, in 
100% of the cases there have been significant changes 
in appearance, conversation, and behavior. 


One patient has been accepted for vocational re- 
habilitation, after having been homebound for nearly 
10 years. Two severely handicapped women now serve 
as recreation aides in a day care center for senior 
citizens. Two patients have been accepted at a summer 
camp for the handicapped, and 12 patients have been 
admitted to ongoing programs in neighborhood recrea- 
tion centers. 


Twelve formerly homebound persons are spending a 
week’s vacation on a farm. Trips to museums, parks, 
theaters, and other recreational settings have been made 
by 31 members of the patient group. A weekly recrea- 
tion event held at N.R.A. Headquarters is attended by 
42 patients, all of whom were considered completely 
homebound less than a year ago. 


The remainder of the patient group consists of 55 
totally homebound persons. So far, it has not been 
possible to move these patients for trips outside the 
home. However, they have been enabled to develop a 
variety of recreation skills and interests to share with 
others. Those patients who have families and friends 
are strengthening their interpersonal relationships. Those 
who live alone have weekly contact with the recreation 
specialist as well as the trained volunteers he super- 
vises. In addition, recreation skills, interest, and activi- 
ties are shared with others through mail, telephone, and 
the project’s newsletter. 


There are 4,500,000 noninstitutionalized chronically 
ill persons in this country. It is hoped that the agencies 


serving the homebound throughout the country will 
design and carry out similar projects in the future. 


Dr. Thompson and Mrs. Hill are preparing a series 
of illustrated articles giving detailed descriptions of the 
project’s methods and results. These articles contain 
information of special interest to physicians, hospital 
administrators, public health nurses, social workers, 
volunteers, and others concerned with the problem of 
how to provide comprehensive rehabilitation services 
to the chronically ill, the aged, and the handicapped. 


Additional information may be obtained from the 
Project Director: Dr. Morton Thompson, National 
Recreation Association, 8 W. Eighth St., New York 11, 


N.Y. 


Hobbs Re-elected President 
of National Council on Aging 


G. Warfield Hobbs of Westport, Connecticut, has 
been re-elected President of The National Council on 
the Aging. The election took place at The Council’s 
annual business meeting, held October 9 at the Hotel 
Biltmore in New York City. 

Mr. Hobbs, a former vice-president of the First Na- 
tional City Bank of New York, had previously served 
for 10 years as chairman of The Council’s predecessor, 
The National Committee on the Aging, and as its 
first president. 

Mr. Hobbs is currently chairman of the Board of 
Olympia, Inc., a non-profit corporation planning hous- 
ing developments for the elderly, coupled with complete 
health care. He is also president of Olympia Manage- 
ment Corporation, a consulting firm on all phases of 
aging which specializes in housing and medical facilities. 


Re-elected with Mr. Hobbs were Council Vice-Presi- 
dents Ollie A. Randall, consultant to the Ford Founda- 
tion’s Program on Aging; Michael M. Dacso, M.D., 
director of physical medicine and rehabilitation at New 
York’s Goldwater Memorial Hospital, and Charles E. 
Odell, director of the Older and Retired Workers De- 
partment of the United Automobile, Aircraft and Agri- 
culture Implement Workers of America (UAW). Mor- 
ris Zelditch, director of Social Planning for the Council 
of Jewish Federations and Welfare Funds, was also 
re-elected as Secretary of The Council. Albert J. 
Abrams, Assistant to New York State Senator Mahoney, 
was elected Treasurer. 


At the same meeting, seven new members were 
elected to The National Council on the Aging’s Board 
of Directors. They are: John Corson of McKinsey and 
Company, Washington, D.C.; George P. Davis, former 
chairman of the Massachusetts Council for Aging, Bos- 
ton; Robert W. Kean of Livingston, New Jersey; I. S. 
Loewenberg, architect for Loewenberg and Loewenberg, 
Chicago; Garson Meyer, chief chemist for the Camera 
Works, Apparatus and Optical Division of Eastman 
Kodak Company, Rochester, N.Y.; James C. O’Brien, 
executive director of the Committee on Retired Workers 
of the United Steelworkers of America, Washington, 
D.C.; Martin E. Segal, president of Retirement Advisors 
Inc. and of Martin E. Segal Company, Consultants and 
Actuaries, Welfare, Health and Pension Programs, New 
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York City and Henry Viscardi, Jr., president of Abilities, 
Inc., Albertson, N.Y. 

The National Council on the Aging is a non-profit 
corporation serving as a central resource for informa- 
tion, consultation, planning and materials about older 
persons. 


Life Insurance Medical Insurance 
Fund Reports Active Year 


Aggressive research in the past year has enabled 
scientists to make substantial progress toward their goal 
of a better understanding of the nature of diseases of the 
heart, circulation and related organs, the Life Insurance 
Medical Research Fund said in its annual report. 

A summary of this progress, which includes projects 
aided by the Fund and others, is given by Dr. William 
A. Jeffers, Scientific Director of the Fund. Among the 
findings: 

1. New information about the contraction of the 
heart has led to better understanding of the heart as a 
pump, with improved methods of treating heart failure 
as a consequence. 


2. Basic knowledge of how the kidney works has 
continued to advance, with the prospect that improved 
efficiency of diseased kidneys will result. 


3. High blood pressure is yielding to a many-sided 
scientific approach, and it is now possible to control or 
correct hypertension in the majority of patients seeking 
relief from this common disorder. 


4, Further clues have been found as to the nature of 
hardening of the arteries, or arteriosclerosis. For ex- 
ample, there is now clearer evidence that areas of 
localized damage in blood vessels are a cause for de- 
posit of cholesterol and related substances which thicken 
the vessel walls. 


5. Operations are now available for the correction of 
a majority of defects within the heart, whether of con- 
genital, rheumatic, or other origin. Tests performed 
prior to operation, based on research in physiology and 
biochemistry, allow accurate diagnosis of the defects 
to be repaired. Further progress has been made in the 
improvement of heart-lung machines for maintaining 
circulation while operations are performed within the 
heart. 


“Through its support of research, either for projects 
or for individual scientists in the form of fellowships, 
the Fund not only aids the advance of medical know- 
ledge, but also contributes to the education of scientists 
and to the improvement of medical education,” Dr. 
Jeffers said. 

The Life Insurance Medical Research Fund provided 
more than $1,189,000 in research grants and fellowships 
during 1960-1961. This brought to over $13,770,000 the 
Fund’s contribution for this purpose since its organiza- 
tion in 1945. 

The Fund receives its support from member life in- 
surance companies. Its objective, in supporting studies 
of heart disease—chief cause of death today—is to re- 
duce the rate of death and to increase the length of life. 
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Aging in General 


A new publication series in gerontology and geriatrics 
has been announced by Charles C Thomas, Publisher 
of Springfield, Ill. The series is called American Lec- 
tures in Geriatrics and Gerontology. It is expected that 
most of the books will be short monographs on aspects 
of aging, but longer works will be considered when 
subjects warrant more extensive treatment. The series 
should meet a long-felt need in the field for a satis- 
factory publication arrangement for the increasing 
number of excellent research studies of aging. For 
further information about the series write to Editor, 
Dr. James E. Birren, National Institutes of Health, 
Bethesda 14, Md. 

Dr. Morris Rockstein has been appointed Professor of 
Physiology in the School of Medicine at the University 
of Miami. An expanded research program in geron- 
tology is being planned for the institution. 

A conference on “Causes of Ageing” will be held in 
Nassau, the Bahamas, during the period January 14-20, 
1962. For additional information, contact Dr. Geoffrey 
Bourne, Department of Anatomy, Emory University, 
Atlanta, Ga. 

Town officials of Manchester, Conn., are removing 
snow from sidewalks of elderly citizens who are physically 
or economically unable to do it or have it done for them. 

“The Administration of Long Term Care Facilities” 
is the title of a pamphlet published by the Catholic 
Hospital Association of the United States and Canada, 
1438 So. Grand, St. Louis 4, Mo. 

Supported by a grant from the U.S. Office of Voca- 
tional Rehabilitation, the Jewish Employment and Voca- 
tional Service of St. Louis is conducting a project to 
demonstrate the feasibility of placing handicapped 
workers aged 45 and over in jobs. The project is non- 
sectarian; it is expected that about 150 persons each 
year will be referred by participating community agen- 
cies. After a week of intensive evaluation, including 
testing, older workers are referred for placement or 
placed in the agency's sheltered workshop for two weeks 
of additional observation. It is estimated that about 
one person out of three in the program will need to 
have work re-training. 

Although life expectancy at birth has risen sharply in 
Scotland during the last hundred years, the outlook 
among middle-aged men is little different than it was 
a quarter of a century ago. The Department of Health 
for Scotland, in its 1960 report, states that life ex- 
pectancy at birth in 1960 was 71.9 for females and 66.4 
for males, as compared with 43.9 and 40.3, respectively, 
in 1860. 

New officers of the Division of Maturity and Old Age 
of the American Psychological Association are: Presi- 
dent-elect, Ivan N. Mensh; Secretary-Treasurer, Walter 
D. Obrist; Members-at-Large of the Executive Committee, 
Oscar J. Kaplan and William A. Owens; Representatives 
to the A.P.A. Council, Raymond G. Kuhlen and the 
Secretary-Treasurer (Obrist). 

“Adventures in Learning” is the title of a pamovhlet 
recently issued by the U.S. Department of Health, Edu- 
cation, and Welfare (OE-13016, Bulletin 1951, No. 13). 
The pamphlet deals with a study of Hamilton, Ohio’s 
Center for Older People. 

Recent grants by the Ford Foundation in the field of 
aging include the following: 
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© ERONTOLOGICAL SOCIETY—$25,000 grant, for 
res-arch seminars, publication of monographs, and plan- 
niny a library center in the field of gerontology. 

NEW YORK UNIVERSITY—$20,500 grant, for a study 
of management problems in special public housing for 
the elderly. 

WASHINGTON UNIVERSITY—$177,000 grant, for a 
program to improve public and private job placement 
services for middle-aged and older workers. 

The American Public Welfare Association announces 
availability of a report, “Planning Improved Welfare 
Services for the Aging Through Public Welfare Agen- 
cies.” It may be obtained for $1.00 from the Associa- 
tion office at 1313°E. 60th St., Chicago 37, IIl. 

Harry W. Braun of Pittsburgh, Pa., died on July 27, 
1961. 

“Research in Gerontology,” Series No. 9 of reports on 
the recent White House Conference on Aging, now is 
available from the Special Staff on Aeing, U.S. Denart- 
ment of Health, Education, and Welfare, Washington 
25. DIG, 

The EUROPEAN BIOLOGICAL RESEARCH SECTION 
of the International Association of Gerontology has 
scheduled a meeting from April 2-4, 1962, in Paris. Lec- 
tures should be registered not later than January 15, 1962 
with Prof. Dr. F. Bourligre, Faculté de Médecine de Paris, 
Laboratoire de Physiologie, 45 rue des Saints-Péres, 
Paris.® 

The Bureau of Old-Age and Survivors Insurance is 
looking for a person to head up the Bureau’s survey 
research program and guide the development and ex- 
pansion of that program to provide increased knowledge 
of the social and economic circumstances of the old-age, 
survivors, and disability insurance beneficiary popula- 
tion. The position pays $13,730 per year. The Bureau 
is seeking a good administrator, a well-rounded econo- 
mist, sociologist, or statistician experienced in econom- 
ics or sociology, and a_ person skilled in survey 
methodology. Address applications to Alvin M. David, 
Assistant Director, Division of Program Analysis, 
Bureau of Old-Age and Survivors Insurance, Room 
400. Administration Building. Baltimore 35. Md. 

The Sixteenth Annual Report of the Life Insurance 
Medical Research Fund for 1969-1961 may be requested 
from the Fund's headquarters: 1030 E. Lancaster Ave., 
Rosemont, Pa. 

A monograph entitled “A Multidiscipline Anproach to 
Rehabilitation in Parkinsonism.” by Irving S. Cooper. 
M.D., and Manuel Riklan, Ph.D., is available free of 
charge to interested persons. This monograph reviews 
a three-year research program concerning rehabilitation 
in Parkinsonism. The rehabilitation program is 
based upon a recently developed neurosurgical technique 
for the relief of tremor and rigidity for this disease. In 
the past several years. over 1.000 individuals underwent 
such surgery followed by a postoperative rehabilitation 
program. Approximately 80% of the individuals under- 
going surgery achieved symptomatic relief, and some 
60% achieved functional relief. The monograph reviews 
the preoperative studies, the surgical program, the 
postoperative rehabilitation program. and _ presents 


material on the follow-up status for the patients. De- 
tailed neurologic, psychiatric, psychological, and speech 
studies were carried out of the entire group before and 
after surgery, and the monograph summarizes the 
findings of the various disciplines. 
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As of October, 1961, 103,269 New Jersey home owners 
over 65 with incomes of less than $5,000 per year had 
obtained the new $800 tax exemption for which they 
were made eligible by recent legislation. 

“Outmigration and the Age Composition of Iowa’s 
Population,” by Jarvin Emerson, appeared in the 
August, 1961, issue of the Iowa Business Digest. 

The State Legislature of California is submitting a 
$100,000,000 bond issue to the people of the state in 
November, 1962, for housing of the aged. The measure, 
which will appear on the General Election ballot, would 
authorize the Legislature to provide for the issuance 
of bonds for the construction, acquisition, or development 
of low rent housing for aged persons and physically 
handicapped persons of low income. 


“Family Relationships of Older People,” by Ethel 
Shanas, is available from the Health Information 
Foundation, 420 Lexington Ave., New York 17, N. Y. 
It describes living arrangements, health status, and 
family ties of those aged 65 and over, as reported by 
the aged. 


THE CALIFORNIA SENIOR CITIZEN NEWS is the 
title of a new newspaper now circulating in the Golden 
State. Mailing address: 2222 Albatross St., San Diego 
1, Calif. 


“Economic Status and Attitudes of Older Men in 
Selected Rural and Urban Areas of Kentucky,” by E. 
Grant Youmans, is the title of Progress Report 105 of 
the Kentucky Agricultural Experiment Station, Univer- 
sity of Kentucky, Lexington, Ky. Copies are available 
on request. 

Two University of California agronomists, Robert S. 
Loomis and D. J. Nevins, are probing the largely un- 
known effects of a leaf's age on its ability to transform 
sunlight into food energy. The three-year project is 
financed by a grant of $11,000 from the James G. 
Boswell Foundation, allocated by the Stanford Research 
Institute. 


Georgene E. Bowen is the author of the pamphlet, 
“To Brighten the Later Years.” It describes the growth 
and development from 1946 to 1960 of the Leisure Time 
Program for Older People in Delaware, Montgomery, 
and Philadelphia Counties in Pennsylvania. The 
publication is available for $1.00 per copy from the 
Health and Welfare Council, Inc., 1617 Pennsylvania 
Blvd., Philadelphia 3, Pa. 

The Veterans Administration is seeking additional older 
volunteers for work in its 170 hospitals. Volunteers are 
needed for such assignments as writing and reading 
letters, companionship therapy, assisting in statistical and 
laboratory activities, gardening, stamp collecting, music 
programs, and numerous other activities. 


Of the 615,918 women married in the U.S. registration 
area (27 reporting states) in 1959, 5.215 were azed 65 
or over. The comparable figure for men is 13,943. 

Tektronix Foundation of Beaverton, Ore. recently 
granted Mt. Angel College, Mt. Angel, Ore., $5,000 to 
finance a board of consultants for the institution's In- 
stitute of Gerontology. 

An American male baby born today can look forward 
to a working lifetime of 42.3 years—11.2 years longer 
than the working-life expectancy of a male baby born 
at the start of this century. 
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Recent Books 


Retirement Villages, Edited by Ernest W. Burgess. 
Ann Arbor: The University of Michigan, 1961, Pp. 
x $3.50. 

The papers, discussions, and recommendations for 
research contained in this volume resulted from the 
1958 Conference on Retirement Villages sponsored by 
the American Society for the Aged. Conferees, each of 
whom contributed a paper, were from such fields as 
architecture, community planning, economics, sociology, 
medicine, and psychology. 

This book will be especially .valuable to individuals 
and groups planning special housing for the aged, as 
well as to researchers who will be seeking answers to 
the many unresolved issues in the field of housing for 
older people. 

It may be said that the Conference raised more ques- 
tions than it answered but it has made a noteworthy 
contribution in succinctly outlining 38 unresolved issues 
in retirement village planning and in drawing up 
recommendations for research on the different aspects of 
retirement villages: location and design, operation and 
services, and financing, as well as a consideration of 
other forms of proximate and congregate housing as 
alternatives to retirement villages. 

This book provides, however, far more than a list of 
unresolved issues and recommendations for research. 
The papers in this volume give the reader up-to-date 
information concerning what is known about both the 
pitfalls and advantages of retirement village living, 
based on the experiences of those who designed, built, 
operated, or lived in retirement communities, such as 
Moosehaven and Orange Gardens in Florida, Ryderwood 
in Washington, and Youngtown in Arizona. 

In the section on Location and Design, the pros and 
cons of various kinds of village layouts, site locations in 
relation to a city or town, individual and group living 
accommodations, and types of services provided in 
retirement villages are discussed and some recommen- 
dations made. One chapter is devoted to a description 
of the wide variety of retirement villages established 
by lodges, labor unions, churches, voluntary associa- 
tions, and private developers in Florida. Photographs 
and site plans of a number of retirement villages in 
different parts of the nation are included in the book. 

Activity programming, economic activities for retirees, 
staff planning, self-government programs, and health 
services in retirement villages are covered in the sec- 
tion on Operation and Services. 

The advantages and disadvantages of different types 
of financing—entrepreneur, non-profit agencies, govern- 
ment grant, subsidy, or guaranteed mortgage—are pre- 
sented in two papers, followed by a case study of a 
Florida retirement community financed by private 
capital as a profit-making venture. In the final paper, 
forms of group and grouped housing other than re- 
tirement villages—residence halls, grouped or proximate 
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dwelling units for independent living, retirement hotels, 
and homes for the aged—are described. 

The editor, in the last two chapters of the volume, 
does an admirable job of summarizing the unresolved 
issues in retirement village planning which emerged 
from the Conference discussions, followed by recom- 
mendations for research. 


The Conference on Retirement Villages has _per- 
formed a real service in canvassing the experience of 
retirement villages already in existence, in raising cru- 
cial questions about their design and functioning, and 
in making this information available. Hopefully, 
similar conferences on other forms of retirement living 
wil be forthcoming. 

Vivian Wood 
University of Chicago 


* * * * 


Ayd, Frank J., Jr. Recognizing the Depressed Patient. 
New York: Grune and Stratton, 1961, 138 pp., $3.75— 
Depressions are among the most common of the mental 
illnesses of later life; this book will interest the geriatri- 
cian. 

Boyd, William. A Textbook of Pathology. Philadel- 
phia: Lea and Febiger, 1961, 1370 pp., $18.00—This is 
the Seventh Edition of an outstanding text on pathology, 
containing much material of interest to the geriatrician. 


Conant, James B. Science and Common Sense. New 
Haven: Yale University Press, 1961, xii + 344 pp. 
$1.45 (Paperbound)—A discussion of the tactics and 
strategy of science. 

Cumming, Elaine, and Henry, William E. Growing 
Old. New York: Basic Books, 1961, xvi + 293 pp. 
$6.75—The authors present a social-psychological theory 
of aging, utilizing data gathered in a long-term study of 
older people. 

Freedman, Paul. The Principles of Scientific Re- 
search. New York: Pergamon Press, 1960, xvii + 228 
pp., $4.50—In its Second Edition and addressed pri- 
marily to the young scientist, it deals with such topics 
as the nature and history of research, planning of re- 
search, and patrons. 

Gastaut, Henri, and Meyer, John S. (eds.). Cerebral 
Anoxia and the Electroencephalogram. Springfield, IIl.: 
Charles C Thomas, 1961, xiii + 617 pp., $24.50—Geri- 
atricians concerned with cerebral anoxia in the elderly 
will find this book of great interest. 

Hauser, Philip M. Population Perspectives. New 
Brunswick, N. J.: 1960, 183 pp., $3.50—A thoughtful 
discussion of one of the world’s most important prob- 
lems. 

Hoch, Paul H., and Zubin, Joseph. (eds.) Com- 
parative Epidemiology of the Mental Disorders. New 
York: Grune and Stratton, 1961, vi + 290 pp., $9.75— 
This book contains a number of references to age and 
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me ital illness; Chapter 2, by Ernest M. Gruenberg, is 
entitled “A Mental Health Survey of Older Persons.” 

Hioch, Paul H., and Zubin, Joseph (eds.). Psycho- 
patiology of Aging. New York: Grune and Stratton, 
1961, xiv + 321 pp., $9.75—Proceedings of the Fiftieth 
Annual Meeting of the American Psychopathological 
Association, held in New York City, February, 1960. 

Korenchevsky, V. Physiological and Pathological 
Ageing. New York: Hafner Publishing Co., 1961, 514 
pp., $22.50—A comprehensive text on aging by one of 
the pioneers in this field. 

Kotsovsky, Dimu. Das Altersproblem in der Ge- 
schichte. Miinchen: Prof. Dimu Kotsovsky, Miinchen 45, 
Pragerstr. 8/III, Germany, 1960, 57 pp.,—Addressing 
himself to the problem of aging in history, a physician 
attempts a biosocial synthesis. 

Leeds, Morton. The Aged, the Social Worker, and the 
Community. Cleveland: Howard Allen, Inc., 1961, 
xi, + 114 pp., $2.75—This essay explores many of the 
problems of older people and points out how social 
workers and other professional workers can contribute 
to the solution of these problems. 

Lyght, Charles E. (ed.) The Merck Manual. Tenth 
Edition. Rahway, N. J.: Merck, Sharp and Dohme 
Research Laboratories, 1961, xvi + 1907 pp., $7.50— 
Deals with practically all disorders commonly seen by 
the physician. 

McDonald, Phyllis. The Golden Age Cookbook. 
New York: Doubleday and Co., 1961, 192 pp., $2.95— 
Intended for the retired, recipes purport to take ac- 
count of ease of preparation, moderate cost, and ade- 
quate nutrition. 

Mendlowitz, Milton (ed.) Hypertension. New York: 
Grune and Stratton, 1961, 156 pp., $6.50—A series of 
papers contributed by staff members of the Mount 
Sinai Hospital, New York. 
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Montagu, Ashley. Man in Process. Cleveland: World 
Publishing Co., 1961, 313 pp., $4.50—An anthropologist 
deals broadly with human behavior, topics ranging 
from “Racism and Social Action” to “Procreation, 
Paternity, and Psychoanalysis.” 

National Old People’s Welfare Council. Age Is 
Opportunity. London: National Council of Social 
Service, 1961, 203 pp., $2.20 (available in the U.S.A. 
from Albert J. Phiebig, P. O. Box 352, White Plains, 
N. Y.)—Latest edition of a British handbook of his- 
torical and social development concerning the care of 
the elderly. 


Osterbind, Carter C. (ed.). Aging: A Regional Ap- 
praisal. Gainesville: University of Florida Press, 1961, 
xi + 169 pp., $3.00—Major subject headings of this 
report on the Tenth Annual Southern Conference on 
Gerontology include “A Regional Approach,” “Role of 
the University,” “Developments and Activities in the 
South,” and “Program Needs for the Aging.” 


Sarbin, Theodore R., Taft, Ronald, and Bailey, 
Daniel E. Clinical Inference and Cognitive Theory. 
New York: Holt, Rinehart and Winston, 1960, viii + 
293 pp., $5.50—Three psychologists investigate the pro- 
cess of clinical inference. 


Somers, Herman M., and Somers, Anne R. Doctors, 
Patients, and Health Insurance. Washington, D. C.: 
The Brookings Institution, 1961, xix + 576 pp., $7.50— 
A comprehensive study of how private medical care is 
organized and financed in the United States. 


Wasserman, Clara S. (with Paul Wasserman). 
Health Organizations of the United States and Canada: 
National, Regional and State. Ithaca: Graduate School 
of Business and Public Administration, 1961, iii + 191 
pp., $10.00—A directory of voluntary associations, pro- 
fessional societies, and other groups concerned with 
health and related fields. 
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Organization Section 


The meeting was called to order at 9:00 a.m. on 
November 8, 1961, in the Parkview Room of the Penn 
Sheraton Hotel, Pittsburgh, Pennsylvania. In addition 
to the presiding officer, Joseph T. Freeman, the follow- 
ing Council members were present: James E. Birren, 
President-elect; Nathan W. Shock, Past-President; 
Herman T. Blumenthal, Treasurer; Robert W. Klee- 
meier, Secretary; J. Murray Steele, Harold Brody, 
Ewald W. Busse, Raymond Harris, Irving L. Webber, 
Mrs. Margaret H. Jacks, and Robert J. Havighurst. Leo 
Gitman, Chairman of the Finance Committee, and 
Mrs. Marjorie Adler, Administrative Secretary, were 
also present. Those absent were Marion E. Bunch, 
Joseph G. Gold, Morris Zelditch, Herbert Shore, 
Mary Mulvey, and John Esben Kirk. Mr. Zelditch and 
Dr. Mulvey were present at the meeting later in the 
day. The minutes of the last Annual Meeting of the 
Council as published in the March, 1961, issue of The 
Gerontologist were approved. 

The President’s report containing a series of recom- 
mendations concerning Society affairs was presented 
as previously distributed to the Council. 

The Treasurer’s report was discussed in detail, par- 
ticularly those parts dealing with the proposed budget 
for 1962. The amount of this budget, $44,642.00, 
represented an increase of approximately $6,000 over 
the approved budget for 1961; $5,000 of this amount 
was incurred in the publication of the Society’s new 
journal, The Gerontologist, which had been distributed 
without charge to members of the Society and to sub- 
scribers to the Journal of Gerontology during 1961. 

It became apparent that if the proposed budget were 
to be met, an increase in dues and in subscription price 
to the Journal would be necessary. After discussion of 
each line in the proposed budget, Dr. Havighurst moved 
that the total budget in the amount of approximately 
$44,000, subject to the provisions of various amendments 
made during the course of discussion, be accepted by 
the Council. The motion was seconded by Dr. Shock 
and passed. 

The Secretary, Dr. Kleemeier, reported that there 
were, as of October 1, 1961, 1,301 members and fellows 
of the Professional Division of the Society as opposed to 
1,234 as of July 15, 1960. The total membership of the 
Society on October 1, 1961, was 2,207. 
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Summary of the Minutes of the Sixteenth Annual Meeting 
of the Council of the Gerontological Society, Inc., 
and of the Members of the Corporation 


Dr. Kleemeier requested that the report of the Publi- 
cations Committee be deferred until this Committee 
held its meeting. In the absence of the editor-in-chief 
of the Journal of Gerontology, Dr. Kirk, his report was 
presented as distributed to the Council along with the 
report by Dr. Birren, associate editor for the Psychologi- 
cal and Social Sciences section of the Journal. Some of 
the questions to be raised at the meeting of the Publi- 
cations Committee were presented to the Council for 
any expression of opinion or guidance they might 
wish to give. In general, these dealt with the organiza- 
tion of the editorial staffs of the Journal and with 
over-all editorial policy. 

Dr. Gitman, reporting for the Committee on the 
Corporate Seal of the Society, presented several pro- 
posed designs which had previously been distributed 
to the Council. A design submitted by Dr. Henry 
Simms was selected with the suggestion that a device 
appearing in the design by Marilyn Harris be incor- 
porated. 

Dr. Shock reported that the Documentary Com- 
mittee, aided by a small portion of the $25,000 grant 
given to the Research and Fellowship Committee for 
the execution of a number of Society projects, had met 
in Philadelphia on October 8, 1961, to discuss, among 
other things, permanent support and sponsorship for 
the Index of Current Publications in Gerontology and 
Geriatrics, the establishment of a central library of 
gerontological material, the preparation of a union 
catalog of gerontological publications, an index of 
current research, as well as the adaptation of electronic 
storage, search, and retrieval systems for gerontological 
literature. The Council expressed enthusiastic approval 
of the Committee’s work and urged it to seek neces- 
sary developmental funds. 

Following the recess for lunch, Dr. Gitman _pre- 
sented the report of the Finance Committee. The 
Committee believed that an increase in dues would be 
necessary in order to carry out and upgrade the ac- 
tivities of the Society. In addition he expressed the 
hope that additional income could be obtained from 
suitable advertising in the Society’s journals; that a 
development fund be created which would derive its 
income from special contributions from members of the 
Society, industrial organizations, pharmaceutical com- 
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ORGANIZATION SECTION 


par ies, bequests, and donations. The Council concurred 
wit. the latter recommendation and moved that a 
De: elopmental Fund Committee be established. 

Dr. Birren reported for the Fellowship Status Com- 
mittee, which recommended that a uniform code of 
procedure be adopted by all Sections of the Society 
granting Fellowship status and that the forms de- 
vised by the Committee be adopted for use by all Sec- 
tions. This recommendation was accepted by the 
Council with only a single technical amendment. 

The report of the Committee on History of Geron- 
tology was presented by Dr. Webber. The Council 
directed the Committee to continue its work and to 
explore further its proposal to publish papers in a 
volume on the History of Gerontology and to conduct 
a symposium at the next annual scientific meeting of 
the Society if it saw fit to do so. 

The nominations Committee, consisting of Nathan 
W. Shock, chairman, Ollie A. Randall, Harry Sobel, 
Robert J. Havighurst, Leo Gitman, and Joseph T. 
Freeman (ex officio) recommended that Walter M. 
Beattie, Jr., of the Section on Social Welfare be unani- 
mously nominated to the Presidency of the Society for 
the year 1962-1963. The following nominations were 
also made: for Council representative of the General 
Member Division to serve from November, 1961, to 
November, 1964, Mrs. R. J. Aronson; for Secretary, 
1961-1962, Robert W. Kleemeier; for Treasurer, 1961- 
1962, Herman T. Blumenthal. The report of the 
Nominations Committee was accepted by the Council. 

Mrs. Adler reported for Dr. Warren Andrew on 
recommendations of the Place of Meeting Committee. Its 
recommendations were that the Annual Meetings be 
held in Minneapolis, Minnesota, in 1964, Los Angeles, 
California, 1965, and in New York City in 1966. These 
recommendations were accepted by Council. 

Dr. Blumenthal reported on the work of the Com- 
mittee on the Procedural Guide. A detailed document 
covering the operations of the Society along with cer- 
tain questions raised by members over various pro- 
cedural points had been prepared by the Committee 
and distributed in advance. Because it was patently 
impossible to go over this detailed material in the 
time available, Council members were requested to 
make comments in writing for the guidance of the 
Committee in the preparation of the Procedural Guide 
in its final form. 

Dr. Shock moved that the recent action of the 
Council in which all Committees, chairmen and mem- 
bers, be appointed for a three-year term be rescinded 
and that these positions be placed on an annual basis. 
The motion was defeated, but a second motion to the 
effect that the committee members and chairman be 
appointed on a two-year basis with appointments 
staggered so that 50% of the committee would be re- 
placed each year was adopted by the Council. 

Other questions concerning points in the Procedural 
Guide were raised and resolved. It was decided that 
the Treasurer should be available to the Publications 
Committee for consultation but should not be an ex 
officio member of that Committee. With reference to 
submission of applications for grants in the name of the 
Society, it was the wish of the Council that the 
Treasurer sign all such applications, which must also 
carry the approval and signature of the President. 

After discussion, it was moved by Dr. Shock and 


199 


seconded by Dr. Harris that an amount equivalent to 
25% of any money received for overhead on grants to 
the Society should be transferred from the general funds 
of the Society to the Publications Fund. The motion 
carried. 

“As a result of the discussion of Dr. Gordon C. Ring’s 
report as Local Arrangements Chairman for the 1962 
Meeting in Miami, Dr. Shock moved that the following 
schedule for the Annual Meeting be adopted: Wednes- 
day, Council Meeting; Thursday, meetings of profes- 
sional sections; Friday, interdisciplinary meetings and 
symposia, annual banquet; Saturday, undesignated but 
available for extra scientific sessions and symposia. 
The motion was seconded by Dr. Steele and carried. 

There followed a report by Louis Kuplan, who, along 
with Clark Tibbitts, attended this portion of the Coun- 
cil Meeting on invitation of President Freeman as 
representatives of the Internation Association of Geron- 
tology. Mr. Kuplan reported on plans for the forth- 
coming IAG Congress in 1963 and on the relationship 
between the IAG and the Gerontological Society. The 
question of per capita dues of the Gerontological Society 
to the IAG was discussed and a motion made and 
carried in which was expressed the willingness of the 
Gerontological Society to pay a 28c per capita dues to 
the IAG, provided other member societies did the same. 

As a result of the recommendations made in the 
report on the Committee on Student Membership 
prepared by Dr. Leonard Breen and previously distri- 
buted to the Council, it was decided to proceed with 
the necessary steps (amending the by-laws) for the 
establishment of this new class of membership. Dr. 
Havighurst moved, and it was seconded by Mrs. Jacks, 
that upon the establishment of this new class of mem- 
bership, dues be set to include a subscription to The 
Gerontologist and that a special student subscription 
rate to the Journal of Gerontology be provided. 

The meeting was recessed at 5:20 p.m. to reconvene 
in the same place on Friday, November 10, at 12:00 
noon. 

Upon reconvening the meeting was called to order by 
President Freeman at 12:30 p.m. Council members 
present in addition to the President were Dr. Shock, 
Dr. Kleemeier, Dr. Blumenthal, Dr. Steele, Dr. Brody, 
Dr. Busse, Dr. Harris, Dr. Webber, Dr. Bunch, Mr. 
Zelditch, Mrs. Jacks, and Dr. Havighurst. Dr. Oscar J. 
Kaplan, editor-in-chief of The Gerontologist, and Dr. 
Bernice L. Neugarten, member of the Publications 
Committee, upon the invitation of the President, and 
Mrs. Marjorie Adler were also present. Those absent 
were Mr. Gold, Mr. Shore, Dr. Mulvey, and Dr. Kirk. 

The meeting opened with the report of the Publica- 
tions Committee by its chairman, Dr. Kleemeier. A 
document listing the duties of the Publications Com- 
mittee, the editors-in-chief of the Journal of Gerontology 
and The Gerontologist, and the associate editors of the 
Journal of Gerontology was distributed. These were 
discussed in detail and, with some modification, ac- 
cepted by the Council as presented. In general the 
Publications Committee is charged with policy matters, 
total page allocations, costs, charges, and for expendi- 
tures from the Publications Fund. 

On a motion by Dr. Havighurst, which was carried 
by the Council, the Publications Committee was 
directed to establish a policy which would provide for 
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an equitable distribution of pages of the Journal of 
Gerontology among all Professional Sections of the 
Society. In turn the editor-in-chief was charged with 
the responsibility for carrying out the policy decisions 
of the Publications Committee. 

On a motion by Dr. Harris, the Council expressed its 
policy to the effect that the editor-in-chief should have 
final responsibility for the content of the Journal of 
Gerontology, with the understanding that associate 
editors for each of the various Sections be given the 
necessary freedom to develop their areas of responsi- 
bility as fully as posible. It was also decided by the 
Council that each of the four Professional Sections of 
the Society should have an associate editor, selected by 
the editor-in-chief with the approval of the Publica- 
tions Committee, and that these positions should not 
be combined with that of the editor-in-chief or with 
each other. 

With reference to dues it was decided to recommend 
to the Business Meeting of the Society the following 
schedule of dues and subscription prices: dues for 
Fellows and Members of the Professional Sections, in- 
cluding both journals, $16.00 per year; General Mem- 
bers, including subscription to The Gerontologist, $4.00; 
General Members subscribing to both journals, $16.00; 
Affiliate members, including subscription to The 
Gerontologist, $2.50; subscription to the Journal of 
Gerontology, $15.00; The Gerontologist, $5.00; com- 
bined subscriptions to both journals, $18.00. 

Upon a motion by Mrs. Jacks it was decided that 
when established, dues for the category of Student 
Member should be $2.50, including a subscription to 
The Gerontologist, with the privilege of subscribing to 
the Journal of Gerontology at half price. 

The report of the Affiliate Organizations and Local 
Chapters Committee was read by the President and 
the charters of the Western Gerontological Society, the 
Florida Council on Aging, and the Texas Society on 
Aging were renewed for the coming year. 

Dr. Busse, in presenting the report of the Program 
Committee for 1962, proposed that provision be made 
for holding the Business Meeting of the Society at the 
next Annual Meeting on Saturday in order not to 
break up the Friday afternoon sessions. The Council 
accepted this recommendation. 

Dr. Shock, in his report as representative to the 
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American Association for the Advancement of Science, 
indicated that the Society is now eligible to appoint 
two representatives to AAAS and that he believes these 
should represent different disciplines of the Society. 

The Council decided to allocate $75.00 to each of 
the Professional Sections and to the General Member 
Division for their expenses during 1962. The $50.00 
contribution to the National Society for Medical Re- 
search was again allocated. 

Favorable action was taken by the Council on the 
recommendation for Fellowship Status as presented by 
the Professional Sections. 

Under new business, the Council approved the pro- 
posal of Dr. Birren to establish a special group to 
consider and recommend general policy touching upon 
services, planning, and research in gerontology. The 
idea was approved in substance, and the suggestion 
was made that it could be set up as an ad hoc com- 
mittee by the incoming president, who was at this time 
authorized by the Council to appoint committees for 
1962. 

Applications for senior membership status for Dr. 
A. B. Hastings and Dr. E. V. Cowdry were approved. 

A proposal for lasting recognition to Dr. Samuel 
Gertman for “his brief but lasting contribution to the 
profession and field of gerontology” was accepted and 
referred with power to the medical section of the 
Society. Dr. Harris and Dr. Gordon Ring were ap- 
pointed as a committee to carry out this function. 

A proposal to enter into a publishing agreement with 
Charles C Thomas Publishing Company was referred 
to the Research and to the Publications Committees 
for exploration. 

The Council expressed its appreciation and recogni- 
tion of the work of the Program Committee and for the 
splendid job it had done. This Committee consisted 
of A. Dury, Chairman, J. M. Steele, E. W. Busse, R. 
H. Dovenmuehle, I. L. Webber, J. G. Gold, and C. E. 
Odell. Similar recognition and appreciation were ex- 
pressed for the diligent and successful work of the Local 
Arrangements Committee, which consisted of T. J. 
Moran, Chairman, R. S. Totton, R. H. Fennell, Jr., 
J. E. Kurtz, L. Goodman, G. P. Hammil, H. Switkes, 
and M. B. Ferderber. 

The meeting was adjourned at 4:00 p.m. 

Robert W. Kleemeier, Secretary 


Summary of the Minutes of the Fourteenth Annual Meeting 


of Gerontological Society, Inc. 


The meeting was called to order by President Joseph 
T. Freeman at 9:10 a.m. on Saturday, November 11, 
1961, in the Ballroom of the Penn Sheraton Hotel in 
Pittsburgh, Pennsylvania. Approximately 75 members 
were present. 

The minutes of the Thirteenth Annual Meeting were 
approved as published in the March, 1961, issue of 
The Gerontologist. Dr. Herman T. Blumenthal, 


Treasurer, reported on the Society’s finances for 1950 
and 1961 and presented a budget of approximate’y 
$44,000 for 1962. He acknowledged the indebtedness of 


the Society and the Journal of Gerontology to the 
Forest Park Foundation for continuation of a grant of 
$4,000 for support of publication of Dr. Shock’s Current 
Publications in Gerontology and Geriatrics. He an- 
nounced that the 1960 annual report to the members 
of the Gerontological Society, Inc. was available for 
inspection as required by Section 46 of the Member- 
ship Corporation Laws of New York. 

Dr. Freeman presented the Council’s recommenda- 
tions for 1962 dues of the Society. After discussion, 
the following schedule was adopted on separate motions: 


Fe Ic 
Mew 
of n 
Prof 
of C 


Mew 


Ge 
by t 
ame! 
to 
ame! 
* the | 
low 
Secre 
Mem 
had 
mem 
jourr 
the 
of th 
= becor 
and 
“A 
— Al 
set 
for 
men 
Gero 
binec 
Tk 
the 
— Get 
= Cor 
Offic 
Presi 
— Presi 
Past- 
Secre 
Cour 
Biolc 
Ha 
Clini 
| 
Ra 
Psycl 
Irv 
Me 
Socia 
Jac 
Mc 


cience, 
ppoint 
; these 
y. 

ich_ of 
ember 
$50.00 
il Re- 


nm the 
ed by 


> pro- 
up to 
upon 

The 
estion 
com- 
; time 
2s for 


r Dr, 
oved, 
amuel 
o the 
| and 
f the 
2 ap- 


with 
‘erred 
ittees 


ogni- 
r the 
sisted 
e, R. 


the 
of 
‘rent 
an- 
‘bers 
for 
ber- 


ada- 
sion, 
ons: 


ORGANIZATION SECTION 201 


Fellows and Professional Members, $16.00; General 
Members, $5.00; Affiliate Members, $2.50. All classes 
of members receive The Gerontologist; Fellows and 
Professional Members receive in addition the Journal 
of Gerontology; General Members who receive both 
journals pay the same dues as Fellows and Professional 
Members. 

General Membership dues had been proposed at $4.00 
by the Council. After discussion from the floor, an 
amendment to increase the General Membership dues 
to $5.00 instead of $4.00 was made upon a motion to 
amend by Dr. Robert Havighurst and was passed. In 
the discussion it was brought out that the relatively 
low dues leveled against General Members was in 
practice a subsidy for this class of membership. The 
Secretary announced that there were 550 in the General 
Member Division as of October 1, 1961. These members 
had paid $2.50 for the current year. An additional 159 
members of the General Division who received both 
journals had paid dues of $12.50, as had the members 
of the Professional Divisions. In further discussion it 
was pointed out that the General Member Division 
was maintained in the hopes that it would encourage 
the development of the Society; that aproximately half 
of the members of the General Division came from the 
Texas Society on Aging, which requires its members to 
become General Members of the Gerontological Society, 
and that although some subsidy was involved it was 
relatively small. 

Although the subscription rates to the journals are 
set by Council, President Freeman presented this item 
for approval by the members present at the meeting. 
On separate motions the following schedule, as recom- 
mended by the Council, was approved: Journal of 
Gerontology, $15.00; The Gerontologist, $5.00; com- 
bined subscriptions, $18.00. 

The Secretary then reported on the membership of 
the Society. This was followed by the President’s report 
of Council action as indicated in the above minutes of 
the sixteenth annual meeting of the Council. 


With reference to the proposed category of Student 
Membership, Dr. Wilma Donahue stated from the 
floor that student memberships were potentially of great 
importance to the Society and should be given full 
benefit of any possible reduction in dues and subscrip- 
tion rates. 

Reports of Section business were then made by Dr. 
Halsey Hunt, Chairman of the Section on Clinical 
Medicine, and by Dr. Wilma Donahue, Chairman of 
the Section on Psychological and Social Sciences. Re- 
ports were not received from the Sections on Social 
Welfare and Biological Sciences. 

In electing officers of the Society for the coming 
year, the membership accepted the slate previously 
prepared by the Nominations Committee and approved 
by the Council. The officers thus elected were President- 
elect, Mr. Walter M. Beattie, Jr.; Treasurer, Dr. Herman 
T. Blumenthal; Secretary, Dr. Robert W. Kleemeier. 

It was announced that Mrs. R. J. Aronson of 
Seattle was elected as representative to the Council for 
the General Membership Division. Under new business 
Dr. Dury, chairman of the Program Committee, called 
to the attention of the Society his belief that the 
strength of the Annual Meetings depended upon the 
number and quality of papers submitted for presenta- 
tion. He expressed hopes that ways would be found to 
encourage greater membership participation in the 
scientific program at the Annual Meetings of the 
Society. 

Citations of merit were awarded to Dr. Nathan W. 
Shock and Dr. John Esben Kirk for their distinguished 
services in the past as officers of the Society. 

Dr. Freeman then turned the gavel and the meeting 
over to Dr. James E. Birren, who will serve as President 
during the coming year. Dr. Birren’s first order of 
business was to present a citation of merit to Dr. 
Joseph T. Freeman for his many contributions to the 
Society during his term of office. 

The meeting was adjourned at 10:15 a.m. 

Robert W. Kleemeier, Secretary 
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